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GUNSHOT WOUND OF THE INTESTINE ; RESECTION. OPER- 
ATION FOR SECONDARY CARCINOMA.* 


BY LOUIS FRANK, M. D., LOUISVILLE, KY. 
Visiting Gynecologist to the Louisville City Hospital, Louisville, Ky. 


Case 1. I present here a portion of resected intestine from 
& man who waé@ shot with a 38-caliber pistol ball. In making 
the resection we found there were six ‘perforations of the intes- 
tines within a distance of two and-:a half inches. Only one 
shot was fired, the ball entering one and a half imches below 
the umbilicus just at the external border of the rectus muscle. 
The resected portion js from the small intestine four or five 
inches from the cecum. Four of the perforations are close to- 
gether. It seemed, after removing the intestine almost impos- 
sible to so fold the gut as to bring these openings in position 
to allow one shot to pass through the intestine three times and 
thus make six perforations; such was the fact, nevertheless. 

The man had a large abdomen, and the bullet past through 
the anterior and lower part of the cavity, making its exit near 
the inguinal region, then past on into the hip. The intestines 
were distended, the "man having eaten a thearty breakfast a 
few hours previously, also having indulged in beer and lunch 
afterwards, and the part of the gut resected must have been 
crowded down and folded upon itself, the six perforations hay- 
ing been made in consequence. 

Resection was carried out according to Woelfler’s method, 
and the man was put to bed in fair condition after the opera- 
tion, altho ‘he did badly under ether. He was on the operating 
table sixty minutes after receipt of the injury, and within two 
and a half hours after being shot the resection had ‘been com- 
pleted and he was gotten in bed. He lived until 12 o’clock the 
following night, dying of acute septicemia, probably because 
of leeakage (occurring previous to the resection) from the bullet 
wounds in the intestine. The contents of the intestine were not 
very fluid, seeming to be more or less semi-solid, but there ‘had 
been leakage when the gut was resected, and while we prac- 
tist thorough irrigation, I have no doubt infection occurred from 
this early leakage. He did exceedingly well for twenty-four 
hours after the operation, when his pulse was 90 to the minute. 
It then began to go up and gradually ~increast until death took 
place at 12 o’clock at night, thirty-six hours after the operation. 

There was no hemorrhage from the intestinal wounds made 
by the bullet, but there was considerable bleeding from the 
wornd in the hip. The wound of entrance and that of exit 
were both in the anterior abdominal wall. 

An incision was made on a line with Poupart’s ligament in 
the groin without entering the cavity, the peritoneum was pusht 
aside, and the wound in the hip was packt with gauze. Hemor- 
rhage from this source was thus controlled. There was nothing 
in the operation to cause death, and infection must have oc- 
curred from intestinal leakage. 

I have performed a great many experimental resections, and 
this is the second operation of the kind upon the human being, 
employing in each case the Woelfler method, and am in favor 
of this as being the most rapid and thorough. 

As to the post-mortem condition of the bowel at the site 
of the operation I am unable ‘to say anything, not having an 
opportunity to examine the body after death. In another case 
of strangulated ventral hernia whére a large amount of intes- 
tine was resected, union was perfect and there was no escape 
of the intestinal contents, altho the patient died two days after 
the operation. I have found the same thing in experimental 
work upon dogs operated on by the Woelfler method; there was 
perfect union with no leakage. I have examined with the 
mhicroscope several specimens of gut after intestinal resection In 
dogs by means of the Murphy button, and in each case the ap- 
pearance more nearly approacht what we might term absence 
ef eschar than in those cases where other methods of resection 
were employed. Union by the Murphy button seems to be ideal, 
There is less evidence of a surgical operation having ‘been per- 
formed than by other methods. The microscopical sections show 
less deposit of cicatricial tissue at the site of the resection, the 


inside of the gut aie perfectly smooth, little fibrous tissue be- 
ing shown under the microscope. In the specimens examined 
after resection by the Woelfler method, there were more micro 
scopical evidences that a surgical operation had been performed 
— greater amount of cicatricial and tibrous tissue, ete. Not- 
withstanding this, however, I believe that the best method of 
intestinal anastomosis is with the needle and catgut according 
to the Woelfler method. It can be done almost as quickly as by 
the Murphy button, no foreign body is left in the intestinal 
tract, it is a recognized application of scientific surgical princi- 
ples, and in competent hands should be preferred to all other 
methods. The Woelfler operation can be pérformed in a few 
minutes, and catgut should always be used for suturing. 

In the case reported to-night the time consumed in the resec- 
tion was less than twenty-six minutes. Altho the man was 
under the influence of the anesthetic much longer, the balance 
of the time was utilized in the toilet and in packing the wound 
in the hip from which hemorrhage was considerable. I was 
ably assisted in the operation by Dr. Ap Morgan Vance, altho 
the resection an@ manipulation of the intestine was done en: 
tirely by myself.* 

Case 2. A woman aged 65 years, the mother of several 
children, five years ago had an epithelioma on her face, which 
was removed by means of the cautery. One year ago she no- 
ticed that the left breast began to enlarge, and at the same 
time another growth appeared on ‘her face; the latter reach? 
its maximum size six months after its appearance, and remainc 1 
about stationary until the time I saw her—at any rate there 
had been no further increase. 

At the time of my examination the woman seemed to be well 
nourisht, and there was no emaciation. The tumor on her face 
was dark in color; its sttuation was just anterior to the external 
auditory meatus, extending downward a little belew the lobe 
of the ear, the entire mass ‘being about the size of an English 
walnut. There was no pain about the face, nor was there any 
paralysis; there were no enlarged glands which could be felt 
in the neck or under the jaw. Tlie left breast presented a little 
larger than the one on the opposite side; there was considera- 
ble excoriation about the nipple, and there seemed to be a 
hypertrophy of the nipple itself; that is, there was a rough, 
varicose condition extending from the lower and outer quadrant 
of the nipple through the entire areolar space. This caused some 
pain, and there was a constant milky-like discharge, which was 
probably from the nipple itself, continually bathing the nipple 
and the varicose condition spoken of. 

She had applied ointments, the nature of which I do not 
know, without any amelioration in the condition; on the other 
hand the trouble had slowly progrest. The left breast seemed 
heavier than the right, and presented a tumor on the axillary 
side in the upper quadrant. The tumor was not fixt either to 
the tissues beneath or to the skin above it. "There was no re- 
traction of the nipple, on the other hand in conjunction with 
the condition spoken of it was unusually prominent and large. 
Careful examination of the axilla showed no enlarged glands. 
nor were there any enlarged glands elsewhere about the body; 
her appetite was good; secretion and excretions normal. 

She was operated upon at the Infirmary, the breast and 
axillary contents ‘being removed. What the character of the 
tumor is I am unable to say positively, but think it is carcin- 
omatous. I observed a small nodule in the Hreast, which, as I 
have said, was on the axillary side. The nipple also shows a 
peculiar condition, in that there seems to be a proliferation. so 
to speak, of the nipple itself. An eczema was present, involv- 
ing the areola only, which was relieved before the operation 
by local applications of zine ointment. 

After removing the breast I proceeded to remove the growth 
on the side of the face, which af first I thought was the upper 
part of the parotid gland, it being just in that situation and 
extending down to the angle of the jaw. After making an In- 
cision I concluded it was not the parotid gland, but involved an- 


*The Coroner has told me since 'this report, and it so appears 
in ‘his official notes, that there was perfect union at the site 
of the resection, and no leakage had occurred at this point; that 
there had been no further hemorrhage and that death was due 
to perftonitis which was equally well markt in all portions of 
the cavity, L. F. 
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other gland found in this region—the preauricular. The tumor 
was hulled out and upon section showed the presence of a dark 
brownish structure, corresponding in appearance to a hematoma 
which had existed for a long time. I thought it either a car- 
cinoma or a sarcoma, because of its having recurred, and also 
that a growth had appeared simultaneously in the réast, and 
believed there had been a hemorrhage into the tumor on the 
face producing the dark color. After cutting through the tumor, 
however ,and examining it more closely, 1 decided it ‘was a 
melanotic growth—either sarcoma or carcinoma. Examinations 
of rough sections under the microscope show the appearance of 
earcinoma, though it may be an alveolar sarcoma. On this point 
I am not absolutely certain. 

At the present time, three months after the operation, fhere 
4s no evidence of recurrence of thé growth in either situation. 
The woman has gained somewhat in health. though she says she 
does not feel any better, which is not surprising, as her general 
health had not suffered previous to fhe operation. The wounds 
healed primarily throughout.* 


*Later—A eareful microscopical examination of the growths 
removed proved them to be carcinomatous. L. F. 


ABORTION—ACCIDENTAL, ESSENTIAL, CRIMINAL. 


BY WILLIAM D. HAGGARD, Jr., M.D., NASHVILLE, TENN. 


Associate Professor of Gynecology, University of Tennessee; Adjunct Professor 
of Gynecologic and Abdominal Surgery, University of the South; 
Fellow of the Southern Surgical and Gyne- 
cological Association. 


It would appear that this subject is commonplace enough, 
but with the voluminous literature on the subject there yet re- 
mains a distressing lack of clearly defined rules of action in its 
management. The very frequency of abortion should render it 
the subject of our most earnest consideration. Guillemot and 
Develliers assert that it occurs once in every four or five labors. 
It has been computed that 90 per cent of all married women 
have at least one abortion. The appalling increase in criminal 
abortion in this country has demanded the most interested 
solicitude of the exponents of theology, law and social economics. 
The half-revealed power of the medical profession in the sup- 
pression of this evil should awaken us fo our duties and poten- 
tialities. I need but mention the perilous sequences (immediate 
and remote), viz.. the production of diseases of the uterus and 
appendages, and laying the foundation for grave constitutional 
disorders. I have only to call attention to the incalculable 
detriment to the morals and future of the Republic, to ask indul- 
gence in the discussion of such a well-worn subject. 

I shall define abortion to be the premature expulsion of the 
product of conception before the end of the fourth month. I 
will adopt the classification of most American and English 
authors in considering the termination of gestation between the 
end of the fourth and the end of the sixth month as miscar- 
riage, and from the end of the sixth to ninth month as prema- 
ture delivery. 

CAUSBS. 


I. Paternal.—Advanced age, lowered vitality, due to over. 
work oF excesses (especially venereal), syphilis, tuberculosis, 
chronic lead or alcohol poisoning, 

II. Maternal.—Causes comprised in the general conditions 
are the same as in the sire; and causes personal to the woman, 
such ‘as ‘bad hygiene, insufficient food or obesity. 

Most acute or general diseases may produce abortion; as: 
Statistics show that it occurs in two-thirds of the cases of 
typhoid, 118 times in 213 cases of pneumonia; the action of most 
infections (malaria), and many contagious diseases (exanthems) 
cause it by the poisons in the blood; influenZa, by its foxic effect 
on the vaso-motor system or perhaps by the mechanical effect of 
coughing. Eclampsia may cause death of the fetus, by ptomainic 
poison, or possibly convulsive action of the uterine muscle. 
Chorea likewise produces it by the exhaustion from the almost 
incessant muscular action. Diabetes, pulmonary and cardiac 
diseases are also enumerated. Genital excesses act by mechan- 
ical means and are the cause of the rather frequent abortion of 
young women five or six weeks after marriage. This fact 1s 
best illustrated in the case of prostitutes. Minor surgical oper- 
ations, such as the extraction of a tooth, is an example of the 
class of reflex causes. Any shock, moral or physical, may be 
sufficient to precipitate an abortion. ‘Sudden fright, acting on 
the nerve centérs, causes a severe spasm of the uterine muscles, 


Hf “*Address before the Nashville Academy of Medicine, August 
4, 1898, 


which may cause placental apoplexy. A clot forms which, act- 
ing as a foreign body, gives rise to uterine contractions which 
may result in a few hours in abortion. 

IIl. Local.—Retro-displacement Of the uterus is the most 
frequent. The womb is unable to expand in its unnatural 
position. 

Fibroid tumors or adherent adnexa act by interference with 
involution. Sub-involution with ifs concomitant endometritis, 
causes from 10 to 15 per cent. Extensive lacerations of the 
cervix do not allow the proper support to the ovum from below, 
and it simply drops out. Trauma may, of course, be causative. 

IV. Fetal—Anything which causes death of the embryo. 
Syphilis is conspicuous. 

V. Placental.—Degeneiation of the villosities of the chorion, 
hydramnion, and vicious insertion of the placenta constitute 
the chief pathology of the placenta occasioning abortion. 

Habitual Abortion. This term is used to designate the repe- 
tition of abortion at or near the same period of gestation, in suc- 
cessive pregnancies. It is due to one of the causes above enum: 
erated, the most frequent of which is syphilis, paternal. or ma- 
ternal, causing either death of the fetus or fatty degeneration 
of the placenta. he detection of the cause is the key to Its 
correction. 

MODUS OF PREMATURE EXPULSION. 


An attempt has been made in passing, to accord the ac- 
cepted explanation of the production of abortion by the various 
causes enumerated. In the majority of instances the nervous 
system is the operative agent. The nerve centers incite the 
uterus to contraction, the resistance of the cervical segment 1s 
gradually overcome. The dilating effect of the ovum follows 
its partial detachment from contraction. The hemorrhage oc- 
casioned by this detachment further stimulates fhe uterus to 
renewed contraction. The products are then expelled in any of 
the following ways: 

(1). The fetal shell may be expelled entire (early and in- 
frequent). 

(2). The fetus, amnion and chorion may be detacht at the 
decidua serotina, leaving the decidua vera (usual). 

(8). The fetus alone may be expelled, leaving the amnion, 
chorion and vera (common). 

(4). ‘The fetus and membranes may be cast off after tne 
placenta is formed, it being retained. 

Abortion during the first month gives rise to symptoms sim- 
ulating retarded menstruation. The ovum is expelled entire, 
but it is so small that it is rarely discovered. When the men-, 
branes are ruptured in spontaneous abortion in the first three 
months a suspicion of criminal abortion always arises. 

After the third month the ‘uterine contractions being more 
powerful may rupture the membranes, and if the placenta has 
not been detacht by contraction and hemorrhage, the abortion 
is completed in two stages, viz.: I. Escape of the embryo. 2. 
The expulsion of the membranes. 

When the membranes are ruptured, the embryo escapes, the 
thin wmbilfcal cord breaks, and tile cervix commonly closes. 

Whether the membranes will be thrown off suDsequently is 
problematical. There is greater danger of retention of portions 
of the product at this early period of the development of ihe 
placenta than later or at term, because of its imperfect con- 
struction and more firm union to the hypertrophied decidua. 
When delivery is accomplisht in two stages the placenta and 
membranes usually follow in from fifteen minutes to an hour. 
If it is not thrown off in four hours, it may be said to be re- 
tained. 

SYMPTOMS. 


In the first two months abortion is usually sudden and rapid. 
There may be considerable lumbar pain, and a dull, heavy cramp- 
like pain. On the other hand there may be little hemorrhage or 
pain, and the woman regards it simply as profuse menstruation. 
The evidences of abortion escape notice. After the third month 
it resembles normal delivery more in duration and pain, which is 
more severe and rythmical. ‘The hemorrhage fs likewise greater. 
I wish ito direct special attention to hemorrhage ‘as the most 
frequent initial symptom. It usually precedes the pain because 
the early contractions may be so slight as to be unnoticed. 

Vomiting is also an attendant inaugural symptom. A 
vaginal examination is imperative, not only to establish the 
diagnosis with certainty, but to determine whether or not the 
Impending abortion may be averted. 

A threatened abortion is inevitable: (1). When the mem- 
branes are ruptured. (2). When the fetus is dead. (8). When 
any part of the ovum is engaged in the cervix. The clinical 
determination as to whether it is inevitable or not is found in tne 
dilation of the cervix. If, with this condition, the hemorrhage 
persists, the pain is unabating, the ovum descends and is felt 
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through the dilated cervix, or portions of it escape, then abor- 
tion is unpreventable. The essential question of ‘treatment of 
threatened and inevitable abortion, to be considered later, re- 
volves on this decision. Abortion having occurred, the discrim- 
ination between complete and incomplete is paramount. If the 
uterus has contracted, the os closed and retracted, the hemor- 
rhage ceast and pain subsided, these may point to completion of 
the process. But to make the diagnosis positive the mass ex- 
pelled should be carefully examined. The chorionic villi present 
a characteristic shaggy coat when floated in water. It resembles 
a chestnut burr. The mass should be carefully scrutinized and 
gently teased apart, to aid in ascertaining whether the mem- 
branes have all been extruded. 

If fortunately the act is complete, no further solicitude need 
be entertained. The case progresses rapidly to a favorable con 
clusion. 

Incomplete abortions comprise all the varieties heretofore 
mentioned. The only immediate evidence of its incompleteness 
is furnisht by the examination of the product expelled. The 
patient may appear perfectly well for a time, but there exists 
the most certain and insidious conditions for future and speedy 
mischief. The dangers that menace her well-being are hem- 
orrhage and sepsis. The first may be continuous from the time 
of the partial delivery or may recur with sudden and furious 
onset. It may continue without interruption fitfully for weeks, 
or until the remnants have all been shed. 

It is apparent that such retention constitutes the best possi- 
ble soil for the development of sepsis. The uterine mucous 
membrane in the first three months is hypertrophied and thick 
before it has undergone the physiological atrophy that begins at 
the end of that time. It differs materially from the thin, deli- 
cate membrane at term. This thickened decidua after its rela- 
tions are disturbed, dies from the cutting off of its blood supply. 
The element of sepsis is only needed and this is quickly fur- 
nisht, and is usually the streptococcus. Its invasion is insidious, 
but when multiplication has taken place, it expresses itself in a 
very decided manner. Chill (or rigors commonly) is soon fol- 
lowed by elevated temperature and increast pulse rate. TFetid 
discharge is usually present. The constitutional symptoms vary 
according to the dosage of the attack, and it may range from 91 
mild intoxication to a rapidly fulminating attack, quickly suc- 
ceeded by peritoneal extension and its consequences. 


TREATMENT. 


The treatment of abortion may well be considered 
these heads: 

I. Prophylactic Measvves for Habitual Abortion. 

II. Preventive Treatment of Threatened Abortion. 

Ill. The Treatment of Incomplete Abortion. 

I. In a woman who aborts habitually, the exact cause 
should be defined and treated accordingly. Syphilis being the 
most prevalent cause should be sought for and treated. If in 
dowbt as to which parent is guilty one must treat them ‘both. 

The other maternal causes, such as anemia, plethora and 
general sysemic conditions, should be removed. Disp:acements 
(which have been seen to be second in importance as a causative 
element) should be rectified. A properly fitting pessary for retro- 
version has brought many women to term without accident. 
Laceration of the cervix should be repaired according to the 
method of Emmet. Pregnant women should, as a rule, be en- 
joined against too frequent copulation, violent exercise and hard 
labor. 

With women who present no well-defined cause, and yet 
habitually abort, it sometimes becomes necessary to keep them 
in bed absolutely from the sixth week to the fifth month. As 
it is known that the accident is more prone to occur at the time 
of the menstrual period, a compromise on recumbency for a few 
days, prior, during and subsequent to the period might answer. 

II. In Threatened A‘bortion absolute composure in bed and 
perfect quietude is necessary. Full doses of opium every two 
hours is indicated, and the efficacy of viburnum prunifolium 
has many advocates. 

If there is hemorrhage, a firm tamponade of gauze may be 
necessary to control it, but as even a vaginal tampon is liable 
to stimulate uterine contractions, I do not think its use would 
be justifiable, save to temporarily check severe hemorrhage. 

III. In Inevitable Abortion the attitude of the practitioner 
is one of non-interference, until nature proves inefficient in com- 
pleting the process. ‘There is one sovereign remedy in this stage. 
One that cures every indication. I refer to the tampon. This 
will check the hemorrhage for the time, stimulate 'the uterus to 
contractility and ‘be a trustworthy barricade against sepsis. The 
simplest and best material is iodoform gauze. The vagina is 
best packt in Sims’ position. The entire canal should be vig- 
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orously antisepticized by pledgeits of cotton in bi-chiorid, i to 
2,000. Rigid and ellicient asepsis of bands and insirumenis and 
dressings are demanded, for here as elsewliere “the willing anu 
gentie but unclean hand” is the greatest danger. A piug ot 
the gauze taimpon should be inserted in the cervix apd the vag- 
ina ughily packt. Lhis is usualiy successtul im terminating 
the process In a few hours, anu when the gauze is removed the 
fetal ball will frequently be found in the dressings. If, however, 
everything las uot cole away, the dressing may be repeated 
with the same scrupulous regard to cleanliness. lf after repeti- 
tion of the dressing there is still retention of Memvranes, our 
duty is to empty the uterus without delay. ‘Chis is just as in- 
cumbent as ‘to remove a retained placenta at teri, and for the 
Same reason. Neither delay or expectant measures are pernissi- 
ble. here has been no case of death in Bellevue from this con- 
dition since the custom of emptying the uterus in every incom- 
plete case has been adopted. An eloquent plea ior aseptic en- 
virons is found in Pinard’s statistics. ‘he mortality of cases De- 
ginning in the hospital was .8 per cent. ‘Che death rate in cases 
beginning outside was 27.6 per cent. 

Auesilesia is necessary for thorough and complete wark. 
When the preliminary ‘scrubbing’ up” of the vagina is com- 
pleted the patient may be allowed to remain on the back or 
placed in Sims’ posiure as the operator elects. he cervix is 
fixt with tenacula torceps and the cervix dilated with steel- 
dilator until it will admit intra-uterine exploration with the sur- 
gically clean finger. his is the best instrument for this pur- 
pose. ‘The whole interior may be explored and the retained 
products loosened and removed. Occasionally a forceps will be 
needed. ‘he endometrium should then be carefully and syste- 
matically gone over with the sharp curet. here is no danger 
in a curet in this condition in gentle and competent hands. ‘Lhe ° 
layers of decidua wil escape finger or forceps; but will be surely 
detacht by curetting. Large bulks of placenta and membrane 
will elude the curet that can be extracted with a crook of an 
aseptic finger. Each bas its uses for definite purposes. ‘The 
cavity should then be irrigated with boiled salt solution (dram 
vf salt to pint of water) and a strip of iodoform gauze carried 
to the fundus to excite contraction and to drain. It may be tied 
to vaginal gauze to facilitate removal in 24 to 48 hours. Bi- 
chlorid douches and vaginal packing for a few days will be all 
that is needful. 

In cases septic from neglect or delay, 1 couceive the sharp 
curet is absolutely contra-indicated. By its use the efforts of 
nature to prevent rapid toxemic invasion by throwing out a 
zone of leucocytes, uuder the endometrium as a barrier, will be 
destroyed. Lymph spaces will be thus opened and unprotected 
from infection. It is quite impossible to bacteriologically cleanse 
an infected uterus by any amount of curetting and irrigation. 
One wi.l readily apperciate that the mechanical scraping will 
remove this protective area, and very likely inoculate the de- 
nuded underlying tissue. All that can or should be done after 
the removal of the bulk of placenta or membranes, ‘with finger 
or forceps, is to gently remove the flakes of decidua, the culture- 
medium for bacteria, by a dull curet, supplemented by antiseptic 
irrigation and drainage. This gets rid of the supply of sepsis, 
leaves nature’s bulwark undisturbed and drainage completes the 
cure. As an auxiliary to the dull curet, 1 use a pledget of iodo- 
form gauze wrapt on a long forceps, which is rotated in ever? 
direction so as to wipe out the cavity. It is a very simple and 
harmless way of removing detritus. Badly septic cases may re- 
quire repeated intra-uterine irrigation, together with the general 
measures for combating sepsis. 


ESSENTIAL ABORTION. 


Thomas gives this rule: ‘Whenever it is felt that the pro- 
longation of pregnancy is going to destroy the life or intellect, 
or to permanently ruin the health of a patient, abortion should 
be brought on.” ‘To express my own views, I will add “and 
only then.” The conditions rendering this imperative may be 
listed as: 

1. Uncontrollable Vomiting.—This is the excuse, in my 
opinion, for many unnecessary procurements. It is rarely ab- 
solutely indicated and then only after the all approved general 
and local measures ‘have failed. The correction of a displace- 
ment, the application of silver solution to the cervix, adminis- 
tration of cerium, ipecac and ingluvin wiill often render it need- 
less. Milk through the stomach tube, following gastric lavage, 
will frequently be retained, and rectal alimentation will keep up 
nourishment. If emaciation progresses, pulse becomes weak and 
rapid and the fever of exhaustion supervenes, abortion should 
noi be delayed further. d 

2. Renal Disease.—Especially interstitial nephritis, where a 
milk diet does not decrease the albumen. 
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3. Pulmonary Disease —When advanced. 
4, Cardiac Troubie—Only when the dilatation is 
compensated by the physiological hypertrophy of pregnancy. 

5. Chorea.—In extreme instances; in hope of benefiting the 
conditions; to prevent insanity. 

6. Pelvic Deformity.—That will not now excuse the in- 
duction of premature delivery, unless the mother positively re- 
jects a Caesarean section. 

7. Camcer of the Uterus.—Only when too far gone to wait 
for viability, or the woman refuses the Porro. 

Uneontrollable hemorrhage is not an absolute indication un- 
less it is late enough to indicate placenta previa. Many women 
lose enormous quantities of blood in a threatened abortion, ap- 
pear moribund from exsanguination and yet rally and go on to 
term under appropriate treatment. Consultation with at least 
two practitioners will commend itself to the wisdom of all pru- 
dent men. 

MODE OF INDUCTION.—No physician of any scientific at- 
tainment whatever, would consider for a moment the employ- 
ment of drugs. The sound is a stupid and barbarous way. It 
kidls the fetus surely enough, but “it is left to rot in its shroud.” 
The tent can only be a honey-comb for bacterial multiplication. 
The safe and scientific ‘way is the method of Thomas: Under asep 
tic precautions, and with the patient under ether, the cervix is 
forcibly dilated and a glass stem introduced and packt tightly 
with a vaginal tamponade of gauze. In a few hours the result- 
ing contractions will throw the fetal shell off. Should it fail to 
do this, or if the surgeon prefers and is sure of his asepsis, he 
may remove the entire product with the curet and fingers, as 
described for incomplete abortion: 


CRIMINAL ABORTION. 


When we consider its great prevalence, its alarming and 
steady increase in all grades of society, its hurtful influence on 
health, happiness and morality, and the deleterious effect upon 
posterity, this becomes a matter of the most insistent import- 
ance. It has been asserted that more lives are annuatly sacri- 
ficed by the unnecessary and intentional destruction of the hu- 
man fetus than are saved by quarantine, drainage, sewerage, 
vaccination and antiseptics combined! 

The “Report of the Special Committee on Criminal] Abor- 
tions,” appointed by the Michigan State Board of Health, calcu- 
lates, as the result of its investigations, seventeen abortions 
come to the knowledge of the profession to every 100 preg- 
nancies. Estimating as many more that do not come to light 
they compute 34 per cent, or one-third of all cases ending in 
miscarriage. They further report that in the United States fully 
100,000 criminal abortions occur annually, and over 6,000 women 
die from the immediate effects. This pernicious practice has 
been the curse of all times, and one of the most potent agen- 
cies in the fall of many civilizations. It is fearful to think of 
the countless millions of unborn human beings who have thus 
been slaghtered—many of whom might have been of priceless 
benefit to society. Much of this wholesale and coward:y murder 
of innocent and unprotected children has been done viciously, 
but more has been done fgnorantly through misconception of 
the nature of the crime and reckless\y through misinformation 
about its deleterious and multitudinous consequences. 


not 


The uncertainty of the law relative to the heinousness of 
the crime as regards an arbitrary period of quickening, and the 
convenient or actual ignorance of the mother of the fact that 
‘life’ exists the moment conception occurs, and to destroy the 
epark is actualiy and truly murder as to brain, or strangle the 
babe after it is born into the world. 

It has been said that from 75 to 90 per cent of criminal 
abortions occur in married women. Yet she has infinitely less 
justification than the deceived, forsaken and frenzied girl who 
risks any hazard to get rid of the evidence of her shame! Many 
good and exemplary women do not believe they are doing wrong 
to have an abortion procured before quickening; They are 
prompted to this from motives of ease, distaste for maternity, 
the specious plea of having already enough children, inability to 
eare for and educate them. They are further actuated to this 
unnatural crime by the flagrant and flamboyant advertisements 
of abortion nost‘ums in the secular and I regret to say, relig- 
ious press, which are vaunted to “correct all suppressions of the 
menstrual function.” They contain explicit directions to preg- 
nant women to be sure to carefully abstain from their use 
on account of their certainty to produce abortion, and deluded 
and disappointed in the efficacy of the vaunted remedies the des- 
perate girl or demon-possest woman is spurred on to greater 


wrong. Here is the harvest of the bloody-handed abortionist. 
He is here in our midst. We all know him. Abortionists are 
ubiquitous in every town and yillage, infesting every city, and 
holding membership in many medical societies. They are 
daily plotting with unfortunate and unwomanly women for the 
brutal and unjustifiable murder of their unborn babes, ‘but 
never a one was hung and scarcely a one convicted. They are, 
however, not the only ones appealed to. A writer in the Medico- 
Legal Journal says: “Every man who undertakes the practice 
of medicine is met upon the threshold of his career by one of 
the most powerful, baneful, damning combinations of tempta- 
tion that can possibly assail the human heart. All that is good, 
all that is evil within him, is subjected to the utmost pressure 
that can be brought to bear by the combined influences of pity, 
sympathy, and sometimes greed. Youth and beauty on bended 
knee, with claspt hands and streaming eyes, implores him with 
more devoted earnestness of purpose, with more burning reality 
of feeling than that which it approaches the throne of grace.” 

This is, indeed, a stirring and saddening experience. No 
self-respecting man, with the courage to do his simple duty and 
the rectitude to decline to do murder, can dare to swerve from 
what he knows to be right. “1 will give no deadly medicine to 
anyone if askt, nor suggest any such course, nor will I conspire 
with a woman to destroy her unborn child,” declares our Hippo- 
cratic oath. But I conceive we can be of immense assistance 
to the poor unfortunates who thus apply to us. We can save 
many half-crazed young women from taking this desperate step 
by a vigorous recital of its perils, and an appeal to her love of 
self-protection to find some other way out of the dilemma. One 
end of the horn may be the muzzle of a shotgun and the other 
a lying-in retreat. We can peremptorily dissuade a misguided 
married women who prays for relief of her burden, because she 
eannot suffer another child, by asking her why she does not 
implore us to kill one of her other children instead of the inno- 
cent babe in her womb, and by telling her the crime is equally 
as great and would be much safer for her own life and health. 

This subject has always been one of vast solicitude to the 
profession. When the American Medica! Association met in this 
city in 1857, a strong committee was appointed to report wpon 
criminal abortion with a view to its general suppression. Later 
the association publisht a prize essay by H. R. Storer, of Bos- 
ton, entitled “Why Not? or a Book for Every Woman,” in which 
the wickedness of the crime was set forth and condemned, and 
its harmful effect and dangers explained. This did great good, 
but we need another Moses to lead us out of the wilderness 
of crime. 

The cause of humanity is somewhat protected by the fact 
that any man who will commit an abortion cannot, as a rule, do 
it with safety. Out of 116 cases of criminal abortion, collected 
by Tardieu in Paris, 60 died outright and many haé a lingering 
convalescence. If there were no other functions for a Bureau of 
Public Health in this country than the stamping out of the 
criminal abortionist, the increast population and future prosperi- 
ty of the United States would amply justify its creation. We 
have a Bureau of Animal Industry for the prevention of dis- 
ease among cattle and the detection of trichinosis in pork, yet 
there is not a law that is operative in the prevention of the 
wanton and wholesale slaughter of these human beings. Our 
nation has just concluded a relentless war at an enormous ex- 
penditure of money and the cost of many valuable lives to 
avenge the cowardly murder of 256 sailors. The trenmendous 
daily output of abortion-mongers outnumber many times over 
the unfortunate victims in the Maine disaster, and yet there is 
not a voice of official protestation raised at this unholy warfare. 


REMARKS ON PETROPERITONEAL NEOPLASMS.* 


BY RICHARD DOULASS, M. D., NASHVILLE, TENN. 
Professor of Gynecology in Vanderbilt University. 


By the term “retroperitoneal neoplasm” is meant a solid or 
cystic tumor growing behind the peritoneum, into its folds, and 
not connected with any of the great retroperitoneal organs. This, 
however, excludes tumors of the kidney, pancreas and uterus, 
and the so-called broad ligament ovarian cystomata. Many .e- 
troperitoneal tumors have doubtless been met, but not recog- 
nized because at the operation the spirit of the pathologist was 
eclipst by the surgical emergencies; many have been seen, 


*Synopsis of paper presented to the Southern Surgical and 


Gynecological Association. 
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determined to be ante and allowed to remain—chiefly with- 
out recognition until the autopsy. 

The structures involved primarily are the retroperitoneal 
cellular and fascial tissues, retroperitoneal glands, mesenteric 
glands, sheaths of bloodvessels, and the vertebrae. 

The type usually met belongs to the connective tissue group; 
of a mixt variety: the predominating itype being sarcoma and 
lipoma; occasionally fibroma and myoma. Twenty cases col- 
lected by Rogowski were all sarcomatous. 

Retroperitoneal sarcomata are encapsulated; and so are not 
apt to recur when removed. The microscope shows the spindle- 
celled sarcoma usually, though in literature are described (1) 
(2) myxosarcoma, liposarcoma, (3) fibrocystic saiconma. 

Metastasis occurs in about half of the cases, the liver, lungs 
and mesenteric glands becoming involved. 

They occur from the 28th to 60th year (Mudd has ‘reported 
&@ case in a patient aged 71 and Anstein one at 4 years); and alike 
in both sexes. 

Duration of their life history is usually about six months, 
though some cases have lasted for years (probably non-ma- 
lignant at first, with sarcomatous change later grafted on). 

Retroperitoneal cysts are of four varieties: (1) Cysts wiih 
chylous-like contents, cysts of the lacteals which by retention 


and rupture give rise to true mesenteric cysts containing chyle. 
(3) Dermoid cysts which originate 
(4) Traumatic 


(2) Serous cysts (Prizeowski). 
in the structures which persist from fetal life. 
cysts (Schonwerth). 

CAUSATION. 


There !s no recognized cause, though in some cases the ma- 
lignant growth appears to be secondary to some local injury, or 
to suppuration. Syphilis has been ascribed, yet we would 
searcely expect a gumma here without occurrence in other or- 
gans. 

DIAGNOSIS. 


This is the most important feature of the subject; and the 
most difficult. A solid tumor that cannot be attributed to any 
of the great organs should arouse suspicions. Diagnosis is much 
easier if the examination be made under an anesthetic. Retro- 
peritoneal tumors possess certain well markt symptoms not 
found in primary intra-abdominal moplasms, the latter being at- 
tacht to the organs from which they spring and tend to sink 
Into the peivis with the descending organs, while the former 
encroach upon the peritoneal cavity as they develop, pushing the 
abdominal organs either forward or to one side in a typical 
manner. 

The patient soon exhibits a pronounced constitutional dis- 
turbance. The rapidly increasing tumor, and its peculiar loca- 
tion, soon give rise to disturbances of digestion and respiration. 
The kidneys are frequently displaced and comprest by the 
rcrowth, the spleen becomes entangled in the mass, and the 
lymphatics and blood vessels of ‘the digestive tract are partially 
obstructed. Consequenily the patient is usually emaciated, and 
before long suffers from intermittent diarrheas—sometimes as- 
sociated with nausea or vomiting—and gradually a pronounced 
eachexia is developt. The rapidity of growth (usually not more 
than a year—frequently less) causes this bad general condition to 
appear much more speedily than in ordinary intra-abdominal 
tumors. 

The appearance of the abdomen is by no means character- 
istic, though in some causes the contour of the ahdomen is very 
striking: the tumor causing great swelling of the upper portion 
and bulging out but little in the side or below the umbilicus. 
These tumors are generally symmetrical and frequently extend 
into the pelvis, though the direction of the growth of the tumor 
of course alters the appearance. The superficial rims of the ab- 
domen are usually very much enlarged from pressure of the 
mass on the vena cava, and from distortion of the mesenteric 
veins due to displacement of the organs. 

Contrary to what one would naturally suppose, these tumors 
are sometimes decidedly influenced by respiration, but as a rule 
they are not at all affected. 

On palpitation they do not give the elasticity or fluctuation 
observed in a liquid tumor, nor the hardness of the ordinary 
uterine fibroma: lipomata, particularly, impart a special feeling 
very like that of the liver. 

Tumors that grow from the root of the mesentery and de- 
velop between its folds are very movable, but those that are at- 
tacht along the vertebrae or in the retroperitoneal spaces of the 
flanks are fixt. 

It must always be borne in mind that these tumors frequent- 
ly undergo cystic degeneration and this may delude the exam- 
Iner, as the tumor does not present a uniform resistance upon 


manipulation. Moreover, it must be remembered that lipoma, 
wherever situated, often gives a sense of fluctuation. 

Percussion is the most reliable means of dingnosticating these 
tumors. In all retroperitoneal growths, whether they originate 
close to the vertebra or in the sides, the colon bears a most 
typical and diagnostically important relation to the mass. At 
first, while yet the tumor is small, the colon is external; later it 
js pusht forward and lies in front; and finally, the tumor aittain- 
ing great dimensions and still growing laterally, the colon _lies 
central to the tumor. 

Barring these relations of the colon, the tumors are usually 
dull upon percussion; and unless they are very large and pro- 
ject into the pelvis, there is usually an area of resonance batween 
the tumor and the symphysis. When situated upon the right side 
their relation to and connection with the liver is so inimate as 
to efface any area of resonance between the tumor and that or- 
gan. When large, the resonant area is upon the side opposite to 
the tumor, or that part of the abdomen occupied by the displaced 
intestines. The relation that the colon bears to the tumor can 
be easily determined by distending the gut with hydrogen gas; 
unless this be done a dull note may be elicited on percussion. It 
is of interest also that percussion does not always elicit the same 
note in any individual case; as by elevation and distribution of 
the intestines by rapid growth of the neoplasm the note may be 
quite quickly changed. From this cause also intramesenteric 
tumors may be resonant upon their upper surface and the dull- 
ness markt in the flanks—a condition closely resembling ascites. 
Furthemore, it is clinical features of ratroperitoneal growths 
that the area of resonance varies with the position of the pa- 
tient; consequently it is not surprising that many a “dry tap- 
ping” has been made in such cases. In case of great uncertainty 
the aspirator may be employed, though its use in exploring the 
abdomen is to be condemned; in retroperitoneal sarcoma it will 
reveal only a little blood or bloody serum in the needle; in lip- 
ma, on account of its non-vascularity, no blood will be with- 
drawn; while puncture of a cyst (whether mesenteric, kidney, 
ovarian or echinococcal) characteristic fluid will appear in the 
canula. 

Usually there is entire absence of blood in the urine in these 
cases, 

Two special symptoms deserve mention: (1) Intestinal ob- 
struction, and (2) edema of the extremities. As to the first, in 
rare instances volvulus may occur, but usually these are numer- 
ous attacks of partial obstruction due to intestinal distortion— 
with pain, nausea and vomiting, which are relieved as soon as 
free evacuations are obtained. Edema of the legs may occur 
very early, is due to pressure on the vena cava, and is of much 
value from a diagnostic standpoint. 

In conclusion we must admit that there is no pathognomic 
symptoms and that a diagnosis must be reacht by exclusion. 

COMPLICATIONS. 


The most frequent complication, and one indicative of perl- 
toneal metastasis or serious obstruction of the circulation, 1s 
ascites. This, with the distension of intestines from distortion 
and pressure, characterizes the closing scene. 

‘PROGNOSIS. 

The prognosis in lipoma and other forms of benign tumors 
is ultimately as bad as that of sarcoma. The disturbance of di- 
gestion, respiration, circulation and of the lymphatics sets up a 
condition that soon undermines the strongest constitution; but 
the relative innocence of such growths always justifies an ex- 
ploratory operation in the hope of finding a removable, non-ma- 
lignant gronvth. 

In intramesenteric growths of all forms the prognosis is neec- 
essarily grave. The injury to the circulation, the devitalization 
of the peritoneum, and the difficulty attending enucleation (with 
oftentimes the necessary resection of the intestine) render the 
condition an exceedingly grave one. 

In retroperitoneal sarcoma the prognosis is almost of neces- 
sity an early death. 

DIFFERENTIAL DIAGNOSIS. 

The differential diagnosis is perhaps ithe most difficult prob- 
lem of surgery. A conclusion can be reacht only by systemaitic 
investigation of each individual abdominal organ and its fune- 
tion, and by a careful study of the tumor itself—its physical 
characteristics, its relations, and (with the assistance of the as- 
Pirator) a careful microscopical and chemical analysis of its con- 
tents. 

Retroperitoneal tumors must be differentiated from every 
other form of growths found in the abdomen, with partiewlar 
difficulty in distinguishing them from tumors of the ae crag 
of the pancreas, uterine and ovarian tumors. 
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Kidney and other retroperitoneal tumors possess certain fear 
tures in common: Both lie behind the peritoneum; in both the 
large intestine lies in front; both give dullness between the tumor 
and the vertebral spines, with no space between the kidney or 
the tumor in which the fingers can be dipt; both grow anteriorly, 
so there is no prominent lumbar projection; and respiration in- 
fluences but little either tumor. But in nephritic growths there 
are symptoms determinable (as hematuria, etc.) which assist in 
differentiating; besides, kidney tumors unless inflamed can be 
moved laterally and upward, whereas retroperitoneal growths 
are always fixt except when they grow between the layers of the 
mesentery; besides, tumors of kidney have no sharp edges— 
whether cystic or solid, uo matter what the size, they retain 
some (often much) of their natural outline. The aspirator may 
be necessary to settle the question. 

Cysts of the pancreas are also resonant upon percussion. 
They underlie the stomach, usually, and push the colon down- 
ward, the tumor generally lying in the epigastric or left hypo- 
chondriae region. They occur only in adults; retroperitoneal 
cysts and other growths may be found at any age. ‘They are 
very painful; patients suffer with colicky pains in the epigas- 
trium, often of great violence; they give rise to fatty stools with 
jaundice, impaired digestion and rapid emaciation; and the skin 
becomes pale and yellow; with occasional diabetes. Kuester 
emphasizes the great value of inflating the stomach and colon 
with gas as a means of developing the relation of pancreatic 
swelling. 

Tumors of uterine or ovarian origin assume any dimension 
and position in the abdomen, and differential diagnosis of these 
from the tumors under consideration can be made only by thor- 
ough investigation into the history and subjective symptoms, 
and by careful vaginal and abdominal examination and con- 
joined manipulation. The majority of retroperitoneal tumors are 
revealed only at operations and it appears they are more fre- 
quently mistaken for ovarian and uterine tumors (perhaps be- 
cause of the frequency of these growths) than all other condi- 
tions. 


EXTENSIVE SYPHILITIC ULCERATION OF THE RECTUM 
WITHOUT PAIN.* 


BY JOSEPH M. MATHEWS, M. v., LL. D., LOUISVILLE, KY. 
Professor of Surgery and Clinical Lecturer on Diseases of the Rectum in the 
Hospital College of Medicine. President of the 
American Medical Association. 


Two weeks ago there caiie to my office a gentleman weigh- 
ing 185 pounds, 42 years of age, who lookt as if he were in per- 
fect health; and he was, so far as he knew, he simply complaining 
of pruritus around the anus. I remarkt at the time that I had 
not seen a healthier-looking man in years. After noting the irri- 
tation of the skin around the anus from the pruritus, I inserted 
my finger into the rectum to examine its interior, and discov- 
ered an ulceration the size of a silver dollar. I askt if he had 
ever suffered any pain in this region,.and he replied: ‘None at 
all,” and further claimed that he had no pain during the act of 
defecation or at any other time. When askt if he had any dis- 
charge of blood from the rectum, he said: ‘A little once in a 
while, as I suppose all people do occasionally,” and he further 
declared that he had never noticed any discharge of pus at any 
time. I said: ‘My friend, you have syphilis.” He askt how I 
knew, to which I replied that I knew from the condition of his 
rectum. He then gave me this history: Ten years ago there 
was a doctor in Missouri who lookt into his rectum and told him 
that it was the most fearfully ulcerated rectum he ever saw. 
He said that he never had syphilis up to that time, tho he had 
had a little sore which the doctor said was not syphilitic; put 
three years after that (or seven years ago), he had a typical 
chancre, followed by the usual symptoms of secondary syphilis; 
that he was under judicious treatment for a year or more; that 
he spent seven months at Hot Springs, Ark., and that the only 
thing he had left to remind him of his syphilis was a peculiar 
‘condition of his tongue. An examination showed it to be the 
most peculiar looking tongue I ever saw; it seemed to be made 
up of circles—they were hardly depressions—the circles being 
of a different co'or. whiter, than the tongue itself. Whether 
that condition is characteristic of syphilitic lesions I do not know. 
He gave no history of sore mouth. 

I told this man: “You differ materially from other patients 
who come to me supposing they have ulcerations about the 
rectum; when I examine them I find they have none. You come 
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to me not suffering in the least, and you have a very decided 
ulceration of the rectum, which will end in stricture unless 
cured. Now, you might very reasonably think that I am trying 
to deceive you, because you have had no symptonis referable to 
the rectum except pruritus. I would therefore suggest that you 
apply to some other physician of recognized ability and let 
him examine you, but the trouble is of a character which will 
be ruinous to you after a while if unrelieved.” 

He was satisfied with my diagnosis, however, so I put him 
on iodide of potassium, beginning with thirty drops, to be in- 
creast to fifty drops, three times a day. He reported to my 
office to-day; of course, there is no warkt change in his condi- 
tion as far as his rectum is concerned, because he did not com- 
piain of that in the least, but his tongue is wonderfully improved 
in appearance, so much so that he had noticed it himself. The 
numerous circles, which were at first so distinct, grayish or 
whitish in color, are rapidly diminishing. ‘ 

1 simply report this case for this reason: Ulceration of the 
rectum is the most insidious disease known. A person may 
have the entire circumference of the rectum involved in an ul- 
ceration and never have a symptom of such a condition, that is, 
he may not complain of pain or inconvenience. I have exam- 
ined rectums where there was not only ulceration, but it had 
ended in stricture, where the patients had not supposed there 
was anything the matter with their rectums. Therefore, it is 
of the greatest importance that an examination should be made 
where there is the slightest evidence of rectal trouble. Here 
was a simple case of pruritus, and I found a serious syphilitic 
ulceration of the rectum. The ulceration began just within the 
verge of the anus, a little laterally, and extended up over the 
sphincter muscle, yet the patient had suffered no pain. 


DISCUSSION. 


Dr. Wm. Cheatham: As to the condition of the patient’s 
tongue: I remember to have seen a case of this kind several 
years ago. Dr. Bailey, who is present, will also remember It. 
One of our business men came to consult me abeut his tongue, 
which presented the appearance described by Dr. Mathews. 1 
told the patient I had never seen such a tongue, which was not 
syphilitic and showed him a picture in Clark’s work on diseases 
of the tongue, which was a perfect representation of the condi- 
tion. This case also turned out to be syphilitic. 

Dr. Carl Weidner: One of the most peculiar features about 
the case is the absence of pain. I would like to ask the Doctor 
if there were any evidences of syphilitic lesions about the pa- 
tient’s body at the time of his examination; also whether the pa- 
tient had any ataxic symptoms. 

Dr. J. W. Irwin: Dr. Mathews has reported a very interest- 
ing case, especially because the patient had no pain or other 
symptom to call his attention to a syphilitic rectum; but that is 
not the feature I wish to discuss, it is the condition of the tongue. 
[ have met with a great many cases of what is known as 
“leopard tongue,” that is a tongue having slight circular depres- 
sicns surrounded by an elevated zone of white or brownish-white 
color. I have a few times encountered such cases in infanrs 
under the age of one year; I have quite often seen them in chil- 
dren under the age of five or six years; and I have frequently 
noted such a condition of the tongue in adults, in fact have a 
case under observation now, where the end of the tongue has a 
considerable depression surrounded by a brownish-white zone, 
where there are four or five of these characteristic depressions 
over the tongiie extending back over two-thirds its length. In 
all the cases I have seen, they have occurred in one of two 
classes of cogditions; one the offspring of tuberculous parents, 
the other in patients with a highly neurotic history. In such 
cases no treatment has done any good, in fact I have for some 
years ceast to prescribe for the condition of the tongue when 1 
find it very much as Dr. Mathews has stated. I think the fur- 
rows in the case he has reported were more indurated than those 
[ have seen, brt I have never attributed it to a syphilitic con- 
dition. I know that there could not have been any syphilitic 
history in many of the cases of “leopard tongue” that I have 
seen. 

Dr. J. M. Mathews: In reply to Dr. Irwin: I have seen sev- 
eral cases having the condition of tongue that he described. A 
short time ago a young lady came to my office and said she 
would show me the most peculiar tongue that I had ever seen; 
it was peculiar and rather startled me at first sight. She said 
the condition was present when she was born. But taking the 
history of the case I have reported into consideration, I pre- 
sumed the peculiar condition of the tongue I have described wis 
due to syphilis; it was not like the “leopard tongue” mentioned. 
The question asked by Dr. Weidner is a pertinent one. In most 
cases of ulceration of the rectum, so-called ulceration, one will 
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see market signs of inflammation, especially induration, probably 
because the trouble begins more as an inflammatory condition, 
the sub-mucous tissues being involved first. Erosions take 
place afterwards, and I can only account for the lack of pain 
in my case upon the hypothesis that the nerves become incor- 
porated in the syphilitic deposit which is thrown out and their 
sensibility is thus changed, diminisht or obliterated entirety. 
We know that ordinarily tumors involving or ulcerating the 
mucous membrane are exceedingly painful. Pain is usually the 
first symptom which calls attention of the patient to the con- 
dition. In syphilis of the rectum, however, the entire circumfer- 
ence of the rectum, including the sub-mucous tissues, may be 
found involved, yet there is not necessarily the slightest pain. 
As regards the statement of this patient that a doctor in Mis- 
souri found an ulceration of the rectum ten years ago: I cannot 
believe that this is true, because an ulceration of the rectum 
does not recover spontaneously, nor does it extend over a period 
of ten years without producing stricture, ete. 

Dr. Wm. Cheatham: I saw in a medical journal not long ago 
something that I have never observed in connection with in- 
herited syphilis. Some gentleman gave what he said was a 
sure indication of congenital or inherited syphilis, in addition to 
the well-known notched teeth, ete. He said in examining these 
cases in addition to the serrated teeth, interstitial keratitis, ete.. 
we would find an absence of papillae at the base of the tongue, 
that the base of the tongue would be found perfectly smooth. 


EXTRAUTERINE PREGNANCY—OPERATION AT 
EIGHTH MONTH. 


BY JOHN G. EARNEST, M.D., ATLANTA, GA. 
Clinical Professor of Gynecology in the Atlanta College of 
Physicians and Surgeons. 


Mrs. T—, age 36, mother of several children, was admitted to 
hospital September 19, 1897, five months after I first saw her 
in profound collapse from rupture of the pregnant tube of left 
side—in such bad condition that immediate abdominal section 
would have proven fatal. She improved slowly after my first 
visit, but did not appear for operation until five months elapst. 
At this time (September) her abdomen was distended by a mass 
which reacht, on the left and in the center, as high as_ the 
umbilicus; while on the right was another tumor ,apparently a 
distinct cyst, which filled that side of the pelvis and extended 
well up into the abdomen. The enlarged uterus could be dis- 
tinctly felt in the center—merging into the larger growth. 

Upon opening the abdomen the large mass of the center and 
the left side was irregular, very dark, and traverst in every di- 
rection by very large blood vessels that stood out prominently 
on the surface, very like an enormous broad ligament cyst. The 
walls were so thick that nothing could be made out by palpation. 
The enlarged uterus was enclosed in the mass, and the shading 
off of the tissues was so perfect that it gave all the appearances 
of a tumor springing from the uterus. The tumor of the right 
side was about the size of an adult head; walls about a quarter 
of an inch thick. It seemed to be entirely distinct from the 
larger one, the dividing line dipping down about half the depth 
of the tumor. To the larger mass was attacht several coils of 
intestine, very dark, and changed in texture at points of contact. 

The cyst of the right side peeled out without difficulty and 
with no loss of blood. But the next thing which came in the 
line of attack proved to be the placenta; and when the work of 
peeling it off was begun, the hemorrhage was appalling; pushing 
on as rapidly as possible the mass was soon loosened and iodo- 
form gauze quickly packt in the cavity. The “cyst” was still 
unbroken, and had the appearance, when lifted up, of a fibro- 
eystic tumor of the uterus--the uterus forming the stem from 
which it sprang. 

At this juncture it was decided that the complications were 
such as to demand a hysterectomy. So as the uterine arteries 
were not easily accessible a wire attacht to a serre-noeud was 
thrown around the uterine body as low down as possible and 
tightened, and the mass cut away. In spite of the utmost care 
in loosening the adhesions of intestines two rents were made 
in them— promptly closed by Lembert sutures. 

The condition now became so critical that the utmost haste 
was necessary, so the idea of making a total hysterectomy with 
drainage through the vagina was abandoned, the uterine ana 
ovarian arteries were hastily tied and the pelvis packt with 
fodoform gauze, which was brought out at the lower angle of 
the wound, the upper being closed with silk worm gut. 


*Reported to Southern Surgical and Gynecological Association. 


The gauze was removed on the sixth day. On the eighth 
fecal matter began to pass from the drain track, and from thal 
time to the date of her leaving the hospital (October 30) most of 
her feces was discharged by the fistula; but five days after reach- 
ing home she began to have free rectal evacuations with corre- 
sponding falling off of the discharge from the fistula. If this 
fails to close spontaneously she will return to have it cured by 
operation. 

The large uterine tumor was covered almest entirely by au 
enormously expanded placenta, which beginning in the bottom of 
the pelvis, was firmly attacht to the pelvis and a little of the 
abdominal wall, its villi reaching well down into the _ tissues; 
from the top it was deflected from the abdominal parietes over 
beyond the center, enclosing the body of the uterus. In the 
“cyst” was found a fetus of about the seventh month of develop- 
ment. 

Much blood possibly might have been saved by an assistant’s 
compressing the abdominal aorta while the placenta was belug 
detacht; it is an expedient worth trying under similar circum- 
stances. 


The most peculiar feature of this case, I think, was that 
the placenta covered the entire top of the tumor, so that when 
the abdomen was opened the tissue brought into view was the 
placenta covering the whole tumor and reaching beyond the 
center of the abdomen. The undoubted intraperitoneal attach- 
ment of the placenta is also of much interest from a pathological 
standpoint. 


SOME LEADING EUROPEAN GYNECOLOGISTS AND 
THEIR WORK. 


BY A. LAPTHORN SMITH, B.A., M. D., M.R. C. S. ENG., 
MONTREAL, CANADA. 


Professor of Gynecology in the University of Bishop’s College. 


My last letter described very briefly what I saw in Paris; this 
letter will speak of some well-known gynecologists in Florence, 
Vienna, Prague, Dresden and Berlin. 


PESTALOZZA, OF FLORENCE. 


Having heard that Pestalozza was doing a large amount of 
good work, I left the beaten track and went to Florence to see 
him. He received me most courteously and invited me to come 
next morning, which was Sunday, at 7 o’clock to see some oper- 
ations. He has an immense clinic, being in sole charge of forty 
gynecological and eighty obstetrical beds. Ten of the latter are 
reserved for isolating infected cases coming from outside. 
Among his own cases he has had no death from sepsis since sey- 
eral years. The first operation was abdominal hysterectomy 
for multiple fibroids in a woman who had also prolapse of the 
vagina; he left a smal] portion of the cervix, to which he after- 
wards stitcht the upper part of both broad ligaments in order to 
draw up the vagina. He used isolated silk ligatures for the two 
ovarian and two uterine arteries, and he operated very quickly. 
The silk was prepared by first soaking it for twelve hours In 
ether to extract the fat and then sterilizing it in steam for two 
hours, after which it remains indefinitely in 2% per 1,000 sub- 
limated alcohol. As it appeared to-be particularly good, I took 
down the address of the manufacturer, Bouti, silk manufacturer, 
Porta Rossa. Florence. He afterwards removed a cervix. which 
had been left after hysterectomy two years before and which 
had now become eancerous. Some of the old silk ligaments were 
found encysted and calcified. He then took me over his hospital] 
and showed me about twenty patients convalescing from 
laparotomy. I would strongly advise those who intend to visit 
gynecological clinics in Europe to spend a few days with this 
talented gentleman. 


SCHAUTA OF VIENNA. 


Ouring my short stay in Vienna I was unfortunate in not 
seeing Schauta operate, but this was amply compensated for by 
seeing his first assistant (Dr. Schmidt) perform a vaginal extirpa- 
tion of the uterus and appendages for pyosalpinx. He opened the 
anterior vaginal fornix first and then the posterior, sewing the 
peritoneum carefully to the vaginal edge in order to avoid hem- 
orrhage, after which he placed just six silk ligatures in the 
broad ligaments, completely controlling the bleeding, of which 
there was almost none. By cutting off the lower half of the 
uterus he obtained more room for the difficult task of detaching 
and bringing down the densely adherent appendages. 
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KOLLISCHER. 


I spent another profitable morning with Dr. Gustave Kollis- 
cher. second assistant to Prof. Schauta, who 1s quite celebrated 
for his work on the bladder. He catheterized the ureters and 
gave me a fine view of the bladder with the catheter in the 
ureter, by means of his cystoscope which is a modification of 
Nitze’s and Brenner’s. I was so pleased with its easy working 
after seeing it used on several cases that I procured one at 
Leiter’s, instrument maker, Vienna. It has many advantages 
over examination by speculum, the principal one being that it 
does not require any dilatation, nor external light. All one hins 
to do is to draw off the urine, fill the bladder with clear, warm 
water, introduce the cystoscope and touch the button for con- 
necting the current from a little 5-cell battery, when the whole 
of the bladder is beautifully iighted up and the smallest foreign 
body as well as the openings of the ureter can be easily seen. 
There is a small channel adjoining the optical apparatus through 
which the elastic bougie is past and can be guided into either 
ureter. He also showed me a beautiful little curette for re- 
moving granulations and also little scissors for cutting off polyp! 
and forceps for seizing calculi. He told me that he had removed 
several wandering silk stitches from the bladder, which had 
ulcerated into it after laparotomies and vaginial finatius. 


PAWLIK. 


Pawlik, of Prague, received me very kindly and put me in 
a good humor by mentioning many of my papers. Speaking of 
electricity he said he had employed Apostoli’s method in a great 
many cases and with very good success in arresting hemor. 
rhage, in diminishing the size of fibroids and in expelling some of 
them from the uterus, but he nad given it up because he could 
not be sure of the result in any given case. He removed a large 
ovarian cyst by abdominal incision, using catgut for ligatures 
and burning instead of cutting off the tumor in order to avold 
adhesions to the bowel and also to lessen risk of sepsis. He 
closed the abdomen with two rows of buried catgut and a third 
of superficial silk sutures. He prefers the abdominal route for 
fibroids and pus tubes. 

I saw them using 3 per cent of ichthyol in glycerine in the out 
patient department, as a local measure. Pawlik is a great lin- 
guist and speaks English, French and German perfectly, besides 
three other languages, but what he excels in is catheterising the 
ureters. He showed me the instruments which he used twenty 
years ago in Vienna, where he told me the proceeding was em- 
ployed for the first time and by him. His skill in using the 
ureteral catheter is wonderful; he seemed to introduce it into 
the bladder and up into the ureter with one gliding movement. 
No dilator, no endoscope; no artificial light, not even by sight, 
but merely by the sense of touch! I askt him to measure the 
eatheter and it was found to be 82 centimetres Iong. In a case 
of pyonephrosis he first injected 200 grammes of water to dis- 
tend the bladder and then introduced the ureteral catheter and 
injected 180 centimetres of 1-3.000 nitrate of silver solution. 
which he gradually increases after some days to 1-1,000. Some- 
times he uses sublimate solution. The patient told him when 
her kidney was distended and on removing the rubber pipe the 
solution spurted out of the catheter. On making intermittent 
pressure on the kidney the liquid could be made to spurt out 
in jets. He also showed me the woman from whom he had re. 
sioved the whole of the cancerous bladder. 


LEOPOLD, OF DRESDEN. 


As my train did not get to Dresden until 9:30 a. m.. and I did 
not reach the hospital until 10, I was too late to see Leopold 
operating, as he begins every morning at 7 o’clock. He is a firm 
believer in total extirpation of the uterus whenever both ovaries 
and tubes are severely diseased. He gave me his recent paper 
on the results of sixty-séven such cases with a mortality of one 
and a half per cent. Also another paper giving results of 100 
cases of removal of the uterus by the vagina for myoma with a 
mortality of 4 per cent. 


OLSHAUSEN, OF BERLIN. 


I studied under this master ten years ago and was pleased 10 
see that he had not apparently aged at all since then. He zave 
me a kind welcome and invited me to an operation next mornivg 
at 8. When he his several operations he commences at 7 sharp, 
One has to rise at 5:30 or 6 to be there in time. This case wus 
a woman of 65, who had a bleeding polypus, which on removal 
and examination = few days before was found to be cancerous. 
He opened the two pouches and sewed the peritoneum to the 
vagina. He used nothing but catgut throughout, but he always 
ties three knots on the arterial ligatures. The ligaturing of the 


broad ligament was greatly facilitated by his having the best 
needle I have ever seen, known as Olshausen’s “Unterlindungsna- 
del,” and much superior to Deschaimp’s. As he trusted entirely 
to catgut 1 askt him how it was prepared. First soakt for six 
hours in sublimate water 1-1,000; second, the water is removed by 
soaking for twenty-four hours in sublimate alcohol 2-1,000; third, 
matured for several months in absolute alcohol and used dire«1- 
ly from that. After the operation he took me over his wards 
and showed me a great many cases convalescing nicely trom 
laparotomy. In the latter he closes the abdominal wound with 
four layers of catgut in fat patients, or three in thin ones. He 
objects to through and through silk worm gut for fear that it 
will lead pus into the peritoneum; altho another operator, Lan- 
dau, told me of a woman having died on the sixteenth day, ow- 
ing to being closed up by layers of catgut; the pus could not 
get out and so broke into the peritoneum, which would huve 
escapt to the skin if she had been sewed up with through and 
through stitches. Olshausen dresses the abdominal wound with 
a very little iodoform and a single little strip of gauze, over 
which collodium is painted so as to completely seal the wound, 
and this remains undisturbed for twelve days. I saw several 
of these first dressings removed and they lookt very well; the 
catgut was all absorbed and the knots could be brusht off. As 
I thought that the buried catgut would cease to hold the wound 
after a few days, I askt him if he ever saw hernias. He replied 
that they would happen in spite of any method of suturing. | 
told him that I used silk worm gut and left it in a month, and 
so get few hernias. He does ventrofixation by passing a silk 
worm gut stitch around each round ligament near the uferus 
and fastening it to the abdominal fascia and leaving it buried 
there. 1 saw him introducing a pessary and sending a women 
away, who was brought for operation with a freely movabl« 
retroverted uterus, which he first replaced. Next day he did 
abdominal section for an ovarian tumor with twisted pedicle, 
and another case of pus tubes and suppurating ovaries, also by 
the abdomen, taking great care to wall off the bowels with quan- 
tities of sterilized gauze. 

No one here flushes the abdomen with water, and they have 
also abandoned constant irrigation in vaginal work, using 1n- 
stead great numbers of little gauze sponges which are thrown 
away as fast as used. (shausen did not remove the uterus, 
but carefully closed all bleeding points and left it in. On the 
walls of the operating room he has two ecards, “NOLI TAN- 
GERE” and “FAVETE LINGUIS.” He told me he was going 
to get another one with “Do not expecterate” in Latin. He 
showed me two cases of eclampsia, of which he has about sixty 
a year, sometimes as many as six at a time. As is well known 
he is the first authority in Germany on obstetrics and is accou- 
cheur to the Empress. 


MARTIN, OF BERLIN. 


Martin still stands at the top of the gynecological ladder in 
Germany. He operates at his private hospital every day at 12, 
which is a great boon for visitors, as it enables us to see two 
or even three other operators each day, and he did two or three 
a day during the whole week. The first was a vaginal hyster- 
ectomy for cancer of the cervix, using catgut for the broad lig- 
aments. It would have been a very difficult case for any one 
else, but was apparently quite easy for him. The second case 
was vaginal fixation in a lady who had been wearing a pessary 
for retroversion for many years without being cured. He is 
the quickest operator I have ever seen, only taking ten minutes 
for this pretty operation. The same running catgut suture went 
through vagina and peritoneum and the fixation stitch was of eat- 
gut. The third case was one of cystic ovaries, in which he 
opened the abdomen by the vagina, brought out the ovaries, 
found them diseased, removed four-fifths of them and carefully 
sewed up the remainder with catgut, and put them back again. 
After closing the vaginal incision he did an anterior and posterior 
colporrhaphy on the same patient. Next day he did vaginal 
hysterectomy for a small fibroid which was difficult on account 
of senile atresia. I made particular inquiries whether he had 
ever known of a case of post-operative hemorrhage and he re- 
plied not for seven years, because they tied the ligatures to- 


| gether. Next day he did two vaginal fixations for retroversion. 


He was greatly aided by an instrument 1 have never seen be- 
fore, consisting of a forceps. the posterior blade of which was a 
stout uterine sound, and which being introduced was used as a 
lever to lift the uterus forward, while he was opening the 


vesico-vaginal plica or fold. He then detached the appendages 
and removed them, and after carefully closing the torn surfaces 
on the back of the fundus, he attacht the uterus at the level of 
the internal os to the vaginal wound. The bad results of preg- 
nancy following the operation in the early cases due to fastening 
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the top of the fundus to the vagina, the uterus then being hetd 
upside down, are avoided by the modification adopted by Mar. 
tin. In another case he brougiit out the appendages, emptied 
some cysts in the ovaries and replaced them, and then did 
vaginal fixation. The next day I saw him cauterizing an inoper- 
able cancer with a very pretty electrical cautery made by 
Hirschman, 15 Johannes Strasse, Berlin. It consisted of a sharp 
porcelain tip heated by platinum wire and was supplied with 
current from a small storage battery not larger than a cubic 
foot. It was quite portable and only cost $60, including a 
cystoscope and a head lamp for operating on dark days. 


LANDAU, OF BERLIN. 


Landau is one of the leading teachers of Berlin. He is as- 
sisted by his brother and he has a large and handsome private 
establishment in the Phillip Strasse, near the Charite. The 
pathological department is lookt after by Dr. Pick, who speaks 
English fluently. He has a beautiful method of preparing 
specimens which are first hardened in 4 per cent of formalin and 
then stretcht on wire netting. They have the specimens of every 
case, both macroscopical and microscopical, from whom they 
have removed anything even down to curettings and vaginal 
discharges, systematically indexed for ready reference. I have 

_lever seen anything like it anywhere. Dr. Pick gives a course 
of microscopy to physicians I saw Landau remove large double 
ovarian tumors which Dr. Pick took sections from and mounted 
and stained while the operation was going and showed us in a 
few minutes to be carcinoma. Landau used silk to tie the pedi- 
cles and through and through silver wire for the abdomen. An- 
other day I saw him remove pus tubes by the vagina in a case 
of retroversion with fixation. He split the uterus up the middle 
with his scissors and after digging out the pus tubes he put 
two or three clamps on the broad ligament on each side and cul 
the tubes. I was very favorably imprest with this method in this 
ease. But immediately afterwards he operated on another pa- 
tient in whom the pus tubes were much higher up in the pelvis 
and he had tremendous difficulty in getting them out by the 
vagina, and I felt sure that he could have done it much easier 
by the abdomen. 


DUHRSSEN, OF BERLIN. 


Duhrssen seems by common consent to he acknowledged as 
the ablest among the younger men of note. He is not much 
over forty, but his large private hospital at 25 Schiffbaundamm 
is filled with important cases and maintained at his own ex- 
pense and testifies to his ability and enegy. He received us 
most courteously and patiently answered my very numerous 
questions. He showed me a patient from whom he had removed 
the uterus by the vagina for hemorrhage due to hemophilia. 
which interested us particularly, because three years before 
she had come to him for the same thing and he had employed 
Sueguiroff’s steam cure, which cookt the mucous membrane so 
well that the did not menstruate at all for three years. He 
kindly set it going for me. It is a little boiler fitted with a ther- 
mometer so as not to let it get hotter than 120 degrees Centiz. 
and the steam is conveyed into the uterus by means of a 
double catheter during a quarter to five minutes. The cervix 
must first be thoroughly dilated and there must be a rubber 
tube over the steam pipe so as not to burn the cervix, which 
would cause a stricture. He is an enthusiast for vaginal lapar-. 
otomy and claims to be the inventor of vaginal fixation for retro- 
version, he having publisht his first fifteen cases before any one 
else publisht one. I was very much opposed to the operation 
before coming here, but since I have seen Duhrssen doing three 
in an hour as well as several other operators doing it very 
quickly, and after hearing its manifest advantages I have been 
most favorably imprest with what I have seen of it. He opens 
into the peritoneal cavity in two minutes or less, hooks out the 
ovaries, tubes and and uterus, destroys all cysts by ignipuncture. 
replaces them, passes a silk worm gut ligature through vagina. 
peritoneum, uterus and out again on the other side through 
peritoneum and vagina. This is left untied until he has sewed 
up the opening in the peritoneum with a running catgut suture 
and the vagina with another row of catgut, after which the 
fixation ligature is tied. I made many inquiries about Alexan 
der’s operation, but nobody here does it. When I told Olshausen 
that I could generally find the round muscle with my eyes shut 
he invited me to do the operation on a case, but on examination 
her uterus was found to be fixt, and therefore unsuitable. Nexi 
day I saw Duhrssen remove the vermiform appendix and 
double pus tubes by the abdomen; which he does in about 25 
per cent and by the vagina in 75 per cent. Next day he removed 
a pair of very angry, gonorrheal pus tubes by the vagina. There 


was recent peritonitis. As she was a young woman he left the 
uterus and one ovary. This was a very nice case as he did 1 
very quickly and all outside of the vagina. 


MACKENRODT, OF BERLIN. 


Mackenrodt is one of the coming great men, if not already 
one. He appears to be under 40 years of age, and is a fine 
operator. I saw him doing a Caesarean section and subsequent 
total extirpation of the uterus for cancer. The fetus, about 
eight months, was taken out alive and did well. There was 
hardly any bleeding. As soon as the child was removed through 
the opening in the uterus he put on two ligatures on each side 
and a few temporary ones on the uterine side and cut between 
them until he came to the uterine arteries, which he tied. He 
then separated the bladder and freed the uterus until he had 
it and the vagina like one tube free almost to the vulva. He 
felt for the large artery and cut the vagina below it, not with a 
knife, but with a large cherry red electrical cautery. his object 
being to prevent it from infecting the peritoneum. The current 
measured 17 amperes and was obtained from the street. The 
asepsis of himself and assistants was most thorough, they spend 
ing twenty minutes by the clock in disinfecting their hands. He 
and most of the operators here stand on the patient’s left, so 
as to use their right hands. 

In closing my letter from Berlin I must truly say that I 
have seen more here in one day than I have ever seen in any 
other city and I cannot speak too highly of the kindness with 
which I was received by one and all. Nearly every day I was 
up before 6 a. m., in order to get to Olshausen’s by 7, and from 
there I went to Landau’s, and from there to Durhssen’s or 
Mackenrodt’s and from there to Martin’s, where I remained till 
nearly 2, by which time I felt that I had seen enough for one 
day. As all these places are within a few minutes of each 
other, Berlin offers especial advantages for a post-graduate 
course. My next letter will speak of Sanger, Zweifel and 
Jacobs. 


REPORT OF A LARYNGECTOMY FOR EPITHELIOSA.* 


BY JAMES BELL, M. D., MONTREAL, QUEBEC. 


Professor of Clinical Surgery in McGill University. 


G. P., aged 65, was quite well until September, 1897, when 
he cqntracted a “eold,’’ from which he soon recovered, but some 
soreness of the throat persisted in spite of sprays and other local 
treatment. In November, 1897, his voice first became @istinctly 
husky. In January, 1898, his throat was examined and a small 
warty projection removed and examined, and found to be 
epithelioma. 

A preliminary low tracheotomy was done on the 7th of Feb- 
ruary, and on the 16th of February the whole larynx, including 
the epiglottis and the crioid cartilage, was removed. A Hahn's 
tampon canula was employed during the operation, and replaced 
next day by an ordinary silver tracheotomy tube. The stump 
of the trachea was drawn well forward and attacht to the 
skin all around and packt with iodoform gauze to protect the alr 
passages from wound and pharyngeal secretions. The trans- 
verse incision was sutured, with the exception of an opening at 
either end, through which the pharyngeal portion of the wound 
was packt with ioddform gauze, as was also the vertical wound, 
which was left unsutured. A large, soft rubber catheter was 
fixt in the esophagus by suture, and at the end of twenty hours 
the patient was fed through this tube for the first time. He was 
fed regularly through this tube for forty-eight hours, when it 
was removed, and from that time he was fed regularly and 
without difficulty by introducing a stomach tube into the esopha- 
gus through the mouth. 

There was no vomiting and he always enjoyed his food. The 
wound packing was changed daily and no secretion ever entered 
the trachea. 

On the 21st, five days after operation, a mild delirium of a 
jocular character developt and increast, with considerable rest- 
lessness at night, until, on the 23d, iodoform was completely 
abandoned and chinosol gauze used in its stead. The delirium 
immediately began to grow less, and in three days, February 26. 
he was quite rational again; so the prestimption is that the ab. 
sorption of the ijodoform may have been the cause of delirium. 
In the meantime all the skin union had given way and the flaps 
were held only by the sutures. 


*Reported to the Montreal Medico-Chirurgical Society. 
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On the 27th he had a very restless night. Complained of 
itching over the body and arms, and the pulse and temperature, 
which had throughout been practically normal, rose a little. 

On the 2d of March he began, in the very early morning, to 
perspire freely and to complain of weakness. The pulse was 
rapid, 120, and he felt miserable. Nothing could be discovered 
to account for the change in his condition, and he was given a 
dose of cascara, followed by an enema, which brought away a 
dark stool with some black fluid, about midnight. He felt bet- 
ter and slept for five or six hours after this. About noon, on the 
3d of March, he began to complain of some discomfort in the 
lower part of the abdomen, and his midday meal was omitted. 
Between 3 and 5 o’clock in the afternoon he had three most 
alarming syncopal attacks, the cause of which was explained 
during his third attack by an involuntary evacuation of a very 
large quantity of dark clotted blood. From this time he began to 
rally, and he has had no further trouble since. 

This is undoubtedly the history of iodoform intoxication—at 
least up to the attack of intestinal hemorrhage, which I see no 
other explanation for. I could not, at first, believe that the 
mere packing of a moderate sized wound for a few days with 
iodoform gauze could produce this result, but the fact remains 
that the symptoms promptly subsided when the iodoform was 
abandoned. 1t must also be borne in mind that probably much 
of the iodoform was swallowed with the saliva. 

The subsequent history of the case has been uneventful. 
On the 19th of March the edges of the skin wound were pared 
and sutured, and union took place without difficulty. On account 
of the gaping pharyngeal wound no food was given, except by 
stomach tube, until the 25th of March, when he took solid food 
without difficulty, and a day or two later liquids were also 
swallowed with ease. Before the pharyngeal wound was re- 
sutured, the action of the esophagus in swallowing the saliva 
could be observed through the wound. He is now practically 
perfectly well. 

The larynx, when removed, was examined by Dr. Bradley 
who described it as follows: 

The free surface of the epiglottis, near its root, is occupied 
bv a roughened, rather nodular ulcerated surface. with some 
what undermined edges; the extent of the ulceration is 4 cm. 
in a vertical direction by 3.5 em. transversely. There is an ab 
sence of induration about the periphery of the affected area. 
Both false vocal cords are involved hy lateral extension, the 
right being completely ulcerated through at about its center. 
exposing both ventricle and saccule; the left is not so deeply 
affected, the epithelium alone being eroded. The left true cord 
is unaffected; the right shows a loss of epithelium over an ex 
tent of 15 mm. transversely by 5 mm. vertically. 

The disease had not extended beyond the larynx in any di- 
rection, and there was no lymphatic involvement. 


SURGICAL CONVALESCENCE, WITH REPORT OF BLOOP 
COUNT IN TWENTY CASES. 


BY STUART McGUIRKE, M.D., RICHMOND, VA. 
Professor of Principles of Surgery in the University College of Medicine; sur- 
geon to St. Luke’s Hospital and the Virginia Hospital, Richmond, Va. 


Several months ago I received a visit from an agent of the 
M. J. Breitenbach Company of New York. manufacturers of 
Gude’s Pepto-Mangan, who stated that his firm was anxious for 
me to test their preparation on surgical cases and to publish the 
results. I agreed to do so, provided I be allowed to utilize the 
first twenty major cases on which I operated, and that his com- 
pany supplied me with the drug and paid the cost of the nec- 
essary blood counts. 

I append a report of twenty cases. Eleven of them were 
private patients at St. Luke’s Hospital, and nine were clinie 
eases at the Virginia Hospital. The histories are taken from 
official records, augmented by the blood counts made by Dr. M. 
D. Hoge. Jr., Professor of Pathology in the University: College 
of Medicine. 

When it is remembered that the patients were all confinea 
to bed; that they were recovering from the effects of serious 
surgical operations; and that they were subjected to the de 
pressing influence of hospital life. the average increase of red 
blood corpuscles is remarknble. Had the cases been selected. 
and only anemic patients tested, the results would have been 
even showier. 

Case I.—Miss PB. G., aged 20;.patient St. Luke’s Hospital. 
Struck on back by windlass of well four months prior to ad- 
mission. Laminectomy and removal of carious bone and clotted 
blood. Gave Gude’s Pepto-Mangan sixty days. First count, 


1,500,000 red corpuscles to the cubic millimetre. Second count, 
3,300,000 to the cubic millimetre. Rapidly improving, and recov- 
ery assured. 

Case II.—Mrs. M. K., aged 29; patient St. Luke’s Hospital. 
Cystic disease of ovaries and chronic inflammation of appendix, 
Double Batty-Tait, and appendectomy. Gave Gude’s Pepto- 
Mangan twenty days. First count, 3,950,000 red eorpuscles to 
the cubic millimetre. Second count, 4,000,000 to the cubic mil 
limetre. Discharged well. 

Case III.—Miss C. H., aged 22; patient St. Luke’s Hospital. 
History of frequent attacks of hepatic colic—no jaundice. Op- 
ened the gall-bladder and removed a calculous one inch in diam- 
eter. Gave Gude’s Pepto-Mangan twenty-eight days. First 
count, 3,940,000 red corpuscles to the cubic millimetre. Second 
count, 3,900,000 to the cubic millimetre. Bile still escaping from 
fistula, but patient otherwise well. 

Case IV.—Miss A. N., aged 32; patient St. Luke’s Hospital. 
History of sudden peritonitis accompanied by profound sepsis. 
Exploratory incision revealed a pedunculated fibroid tumor of 
uterus, gangrenous from twisted pedicle. Myomectomy. Gave 
Gude’s Pepto-Mangan thirty-six days. First count, 3,800,000 rea 
corpuscles to cubic millimetre. Second count, 4,000,000 to the 
cubic millimetre. Good recovery. 

Case V.—Miss E. J., aged 17. 
Spinal irritation from a fall. 


Patient St. Luke’s Hospital. 
Anemic, emaciated, and confined 
to bed for more than a year from contraction of ham-string 
muscles. Electricity, massage, and passive movements. Gave 
Gude’s Pepto-Mangan forty days. First count, 3,650,000 red 
corpuscles to the cubic millimetre. Second count, 4,425,000 to 
the cubic millimetre. Her menses, which had been supprest, be- 
came regular. She fattened twenty pounds, and left the hospital 
walking with a cane. 

Case VI.—Miss B. T., aged 21. Patient St. Luke’s Hospital. 
Retroverted uterus, bound down by adhesions. Opened abdo- 
men, freed organ, and stitcht it to anterior abdominal wall. 
Gave Gude’s Pepto-Mangan thirty days. First count, 3,900,000 
red corpuscles to the enbic millimetre. Second count, 3,950,000 
to the cubic millimetre. Complete relief from symptoms. | 

Case VII.—Master D. S. J.. aged 9. Patient St. Luke’s Hos- 
pital. Acute suppurative osteomyelitis of femur, tibia and tarsus 
on one side and of tibia and tarsus on the other. Amputated 
ene limb and used chisel and curette on the other. Gave Gude’s 
Pepto-Mangan forty-five days. First count, 3,720,000 red corpus- 
cles to the cubic millimetre. Second count, 4,600,000 to the 
cubic millimetre. Patient discharged with well-healed stump. 
but incisfon in ankle still draining. 


Case VIII.—Mrs. H. E. W., aged 48. Patient St. Luke’s Hos. 


pital. Carcinoma of cervix; vaginal hysterectomy by clamp 
method. Had a bad liver and an irritable stomach, and Pepto- 


Mangan was tried in varying doses and at different times durlag 
convalescence, she was never able to take it for more fan a 
day or two consecutively. First count, 3,400,000 red corpuscle 
to the cubic millimetre. Second count not made. Case made a 
slow recovery, but {sy now well. 

Case IX.—Master R. G., aged 14.. Patient St. Luke’s Hospital. 
Compound deprest fracture of skull from a three-pound mass ot 
type metal falling five stories. Trephined and removed blood 
clot and spiculae of bone. Gave Gude’s Pepto-Mangan twenty- 
one days. First count, 3,900,000 red corpuscles to the cubic 
millimetre. Second count, 3,800,000 to the cubie millimetre. The 
loss was less than anticipated, as the boy was injured while in 
vigorous health. Recovery rapid and complete. 

Case X.—Miss A. E. S., aged 27. Patient St. Luke’s Hospital. 
Indigestion, constipation and dysmenorrhea. Rapid dilatation of 
cervix. Gave Gude’s Pepto-Mangan thirty-four days. First 
count, 3,900,000 red blood corpuscles to the cubic millimetre. 
Second count, 4,400,000 to the cubie millimetre. Bowels became 
regular, menstruation painless and strength and weight increast. 

Case XI.—Mrs. W. A. M., aged 29. Patient St. Luke’s Hospi- 
tal. Symptoms of long-existing ovarian and uterine trouble, to 
which had recently been added those of inflammation of the ap- 
pendix. -.On section, ‘the uterus was found retroverted, the 
ovaries cystic, the appendix impacted and adherent, and the in- 
testines filled with lumbricoids. The uterus was righted and 
stitcht to the anterior abdominal wall, the ovaries and appendix 
removed, and later a brisk purgative expelled the worms. Gave 
Gude’s Pepto-Mangan eighteen days. First count, 4,200,000 rea 
corpuscles to the cubie millimetre. Second count, 4,810,000 to the 
cubic millimetre. Recovery and complete relief from symptoms. 

Jase XII.—Mrs. I. A. W., aged 44. Patient Virginia Hospi- 


tal. Carcinoma of breast, with extensive lymphatic involve- 


ment. Radical extirpation of disease. Gave Gude’s Pepto-Man- 
First count, 4,550,000 red corpuscles to the cubic 


gan ten days. 
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millimetre. Second count, 4,620,000 to the cubic millimetre. 
Case discharged in two weeks and not heard from since. 

Case XIII.—Mrs. lL. J., aged 25. Patient Virginia Hospitai. 
Pyosalpinx following puerperal septicemia. Opened abdomen. 
freed numerous intestinal adhesions, enucleated pis tubes, and 
removed uterus by Baer’s method. Gave Gude’s Pepto-Mangan 
twenty-eight days. First count, 3,410,000 red corpuscles to the 
cubic millimetre. Second count, 4,100,000 to the cubic millimetre. 
Perfect recovery. 

Case XIV.—Master J. F. S., aged 11. Patient Virginia Hos. 
pital. Tuberculosis of knee and femur, with secondary infec- 
tion and profuse suppuration. Amputation. Gave Gude’s Pepto- 
Mangan twenty-four days. First count, 4,005,000 red corpuscles 
to the cubic millimetre. Second count, 4,300,000 to the cubic 
millimetre. Rapid recovery and markt constitutional improve- 
ment. 

Case XV.—Miss A. H., aged 25. Patient Virginia Hospital 
Diseased ovaries and retroverted uterus. Double ovariotomy 
and ventro-suspension of uterus. Gave Gude’s Pepto-Mangan 
thirty days. First count, 4,300,000 red corpuscles to the cubic 
millimetre. Second count, 4,200,000 to the cubic millimetre. Pa- 
tient a hypochondriac and still complains. 

Case XVI.—Mrs. FE. B., aged 36. Patient Virginia Hospital. 
Cirsoid aneurism of scalp and forehead causing agonizing pain 
from involvement of orbit. Ligation of right common carotid 
artery. Gave Gude’s Pepto-Mangan sixteen days. First count. 
4,400,000 red corpuscles to the cubic millimetre. Second count 
4,100,000 to the cubic millimetre. Force of pulsation diminish: 
and pain completely relieved. 

Case XVII.—Mr. P. S., aged 51. Patient Virginia Hospital. 
Suppurative osteomyelitis of tibia. Amputation of limb. Gave 
xude’s Pepto-Mangan 28 days. First count, 3,400,000 red cor- 
puscles to the cubic millimetre. Second count, 3,700,000 to the 
cubic millimetre. Recovery, with markt improvement in general 
health. 

Case XVIII.—Miss N. C., aged 30. Patient Virginia Hospital. 
Rapidly growing fibroid tumor of uterus. Complete hysterectomy 
and removal of mass weighing forty pounds. Gave Gude’s Pep 
to-Mangan thirty days. First count, 3.700,000 red corpuscles to 
the cubic millimetre. Second count, 3,750,000 to the cubie milli- 
metre. Intercurrent attack of pneumonia, which retarded re- 
covery and interfered with the regular administration of medi- 
cine. 

Case XIX.—Mrs. S. S., aged 50. Patient Virginia Hospita:. 
Carcinoma of breast. Amputated organ and dissected out ad- 
jacent lymphatic glands. Gave Gude’s Pepto-Mangan ten days. 
First count, 4,200,000 red corpuscles to the ecubie millimetre. 
Second count, 4,250,000 to the cubic millimetre. No report from 
case since discharge. 

Case XX.—Mrs. S. J., aged 31. Patient Virginia Hospital. His- 
tory of three acute attacks of appendicitis. Thin, anemic and ner- 
vous. Appendectomy. Gave Gude’s Pepto-Mangan twenty-siy 
days. First count, 2,644.000 red corpuscles to the cubie milli 
metre. Second count, 3,950,000 to the cubic millimetre. Gained 
fifteen or twenty pounds in weight and is completely well. 


THE SOURCES AND DIAGNOSIS OF PYURIA.* 


By HOWARD A. KELLY, A. B., M. D., BALTIMORE, MD. 
Professor of Gynecology in Johns Hopkins University. 


There are to-day thousands of women in our country who 
are affected by pyuria of undetermined origin; in most in- 
stances the trouble is progressive, and will end fatally; in 
many proper diagnosis and treatment would secure favorable 
results. The investigation concerning the source of pyuria is 
not a difficult one—simply requiring some specta1 instruments 
and a little practice with them. 

“Pyuria” signifies the presence of pus in the urine; a symp- 
tom common to a variety of affections of the urinary passages— 
from the external urethral orifice up to the capsule of the kid- 
hey. It is the duty of the surgeon to make an analytic study of 
each case to determine the source. The history of the case must 
first of all be carefully considered: the duration of the disease. 
the exact character and location of pain (if any), frequency of 
urination, existence of morbid processes elsewhere (phthisis), 
ete. The microscopic characteristics of the urine are of the ut- 
most importance, as variation in the amount of pus present, the 
character of the pus-corpuscles themselves, the presence of blood- 


*Synopsis of paper read before the Southern Surgical and 
Gynecological Association. 


crystals or cellular debris in the urine, are all factors which as- 
sist in determining the source of the pus. 

An infection necessarily always precedes the pyuria—usually 
traceable directly to one of the pus-producing microorganisms; 
the microscope determines which. Such determination is not 
without practical importance, as some of them exhibit a markt 
predilection for a special portal of entry, the gonococcus, for ex- 
ample, entering by the urethra, while the bacillus coli communis 
is more apt to be an invader from the adjacent bowel. 

Pyuria may differ in: (1) The quantity of pus; (2) the reac- 
tion of the urine—which may be either alkaline or acid; (3) 
whether or not it is constant; and (4) whether it varies in quan- 
tity at different times. A little pus, found microscopically, asso- 
ciated with an irritable bladder, may mean nothing more than 
a severe hyperemia of the vesical trigone, or a ureter which is 
irritated by a coneentrated or intensely acid urine; a large 
amount of pus almost always comes from the kidney. Renal pus 
{is usually acid; while pus from the bladder walls is often 
strongly alkaline. Intermittent or even remittent flow of pus is 
most likely to come from an extravesical source. (Kidney or 
outside suppuration communicating with the urinary tract.) 

In investigating a pyuria we should always bear in mind that 
it may originate in one of two ways: (1) In a diseased condi- 
tion of some portion of the urinary tract itself, or (2) in a dis- 
ease located outside the urinary tract and simply discharging 
through it—the principal portals of entry being the pelvis of the 
kidney and the bladder; the latter most often. 

In making an investigation it is best to begin at the meatus 
and proceed in an anatomical order from below upward. 

URETHRA.—The urethra offers three possible sources of pus 
in the urine: (1) Skene’s ducts: (2) urethritis or ulcer of the 
urethra; (3) a suburethral abscess. 

A small amount of pus, a drop or two, lodged in Skene’s 
glands may readilv be overlookt unless in every examination the 
surgeon attempts to milk them out by pressing first on one side, 
then on the other (up under the pubic arch), and then squeezing 
downward and outward. If there be pus there a thick drop will 
thus be made to exude from the external orifice of the gland (or 
duct) of the side from which it originates. 

A urethritis or urethral uleer may be easily derected by usin’ 
a two-glass test in passing the urine: the first urine brings with 
it the pus, that which follows will be clear. Besides, the in- 
flamed or ulcerated mucous membrane can be seen through a 
eystoscope as it is withdrawn. One of the most markt cases of 
pyuria I have ever had was dependent on a gonorrheal ulcer of 
the posterior wall of the neck of the bladder, where Littre’s 
glands are found. 

Suburethral abscess is a rare but most interesting condition, 
and apt to be overlookt. It is the only source of urethral contam- 
ination which yields considerable quantities of pus. I have had 
two cases under observation, in each of which there was a little 
pouch in the anterior vaginal wall—otherwise not altered in ap- 
pearance; this was full of pus and communicated with the pos- 
terior wall of the urethra, into which a dram or more of pus was 
intermittingly discharged. A prohe could be introduced into the 
sae through a cystoscope. 


BLADDER.—Vesical sources are three in number: (1) Cys- 
titis and trigonitis: (2) foreign bodies: (3) ulcers. All may be 


readily disagnosticated by examining the bladder through a sim- 
ple. cylindrical cystoscope. with the patient in the knee-chest 
posture. in which the bladder becomes distended with air. A 
small electric light. or a head-mirror with strong light will il- 
luminate the cavity enough to allow perfect inspection. It is im- 
nortant. however, in order that the hase of the bladder may come 
into view. that air be let into the vagina before dilating the blad- 
der: this brings the floor of the bladder almost into the plane of 
vision and makes the trigonum easily accessible. 

Tleers are most apt to be found at the trigone: and an in- 
flammation localized in this neighhorhood—a_ trigonitis—is the 
commonest form of cystitis. 

EXTRAVESICAL SOURCES.—The most frequent extravesi- 
al source of pvuria is pyosalnpinx. In one of my cases of this 
kind a small tubereulous ahseess broke into the right horn of the 
bladder, near the base of the broad ligament: while all the rest 
of the urinary tract was found unaffected. the red, mammillated, 
edematous mucosa surrounding the concealed orifice of the fistu- 
'a revealed the source of pus. 

A rarer mode of entrance is by adhesion of a suppurating 
‘tumor to the free peritoneal surface of the bladder. subsequent 
to which perforation occurs. A case of this kind, diagnosticated 
tuberculous kidney. came under my care last year; the pyuria 
was at once cured by removal of a dermoid cyst attacht to the 
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vault of the bladder, dissecting out and closing by suture the 
long sinus between the tumor and the bladder. 

Other sources may be mentioned, as abscess originating in 
extrauterine pregnancy, acetabular disease, psoas abscess—even 
an appendicitis sometimes emptying its pus into the bladder. 
{nterstitial fistula and carcinoma shouid also be mentioned, tho 
vare as extravesical causes of pyuria. 

URETERS.—The source, and often the nature, of a pyuria 
originating in a ureter, pelvis of the kidney or the kidney itself 
imay be quite readily determined by two ways, both of which 
depend upon the fact that the turning of the vesical speculum 
about 30 degrees to the right or left, and dropping the handle 
so as to bring the floor of the bladder into view, will readily 
ufford a good view of the urethral orifice. It is not difficult—it 
simply requires practice. When pus comes down one of the 
ureters into the bladder the ureteral orifice is usually reddened, 
mammillated or even ulcerated—so that the first means of de- 
sermining the source of pyuria originating beyond the bladder is 
inspection of the orifice of the ureter. The second means is the 
passing of ureteral or urethral catheters. By these means we 
may diagnosticate pyoureter (as when due to gonorrheal strict- 
ure at the vesical end of the ureter), tubercolous pyoureter, pock- 
eting (periureteral abscess), ete. 

RENAL PYURIA.—Finally, we have to distinguish, in the 
absence of any contamination below, those pyurias (a large 
group) which have their origin in the pelvis of the kidney— 
usually associated with an obstruction at the renal opening of 
the ureter, causing the pus to dam up in considerable quantities. 
This obstruction may be due to (1) a catarrhal, puffy mucosa at 
the pelvis of the kidney, causing its compression as the latter 
distends; (2) or to a rotation of a loose kidney which twists the 
ureter; (3) or to the presence of a small stone which plugs the 
orifice; (4) or a tumor; (5) or to the fact that the pus is too 
thick to readily escape down the small ureteral channel. The 
source of this trouble may usually be determined by passing a 
long renal catheter, which enters the pelvis of the kidney and 
allows the pus to slowly escape. If the pus is too thick to run 
out of the narrow lumen of the catheter, it may be sufficiently 
thinned by injecting boric acid solution, and in some cases by 
even assisting the mixture of the fluids by manipulating a large 
kidney between two hands. By repeated washings all of the pus 
will be evacuated. 

The nature of a pyelitis of this sort must be determined by 
a bacteriologic examination of the pus, by careful investigation 
of the history (to determine whether the patient has had any 
previous hydronephrosis), and by further examination to deter- 
mine the presence of calculus, ete. Some cases of intermittent 
pyonephrosis are due to the existence of an unsuspected hydro- 
nephrosis of low grade, the pelvis of the kidney containing at 
most not more than from 10 to 20 cubic centimeters of fluid. 
Following some undetermined cause (as an attack of  grippe, 
or other depressing illness), the patient has a chill, followed by 
high fever and general aching, with more or less pain in the 
loins, with pyuria. After washing out the pelvis of the kidney 
all the symptoms disappear for a time, but a slight hydronephros- 


is remains. 

When there is a stone in the kidney the catheter often brings | 
down a little black debris, which sinks to the bottom of the ves- 
sel and which should always be lookt for; or a bit of stone may 
stick in the eye of the catheter; or, best of all, if the end of the 
catheter is covered with dental wax and olive oil the soft, polisht 
surface of the wax will be scratcht by contact with the stone | 
and the scratch may be seen by a low-power lens. 

Other renal sources of pyuria are: (1) Tuberculous or other 
abscesses of the kidney itself discharging into the pelvis and 
ureter; when tubercle bacilli are found in urine taken from the 
upper urinary tract it almost always indicates a tuberculous 
affection of the renal substance; (2) in rare instances a pevine- | 
phritic abscess, such as a suppurating hydatia cyst, breaks | 
through into the renal pelvis and so finds its exit from the body | 
through the bladder and urethra. 


INTRALIGAMENTOUS MYO-FIBROMA.* 


BY A. M. CARTLEDGE, A. M., M D., LOUISVILLE, KY. 
Professor of Ablominal Surgery in the Louisville Medical College. 


The specimen I have here is one I think of extreme interest, 
from its nature and from certain features connected with it. 


Timberlake. The patient was forty-four years of age, and gave 


an unimportant history with the exception that this tumor had 
been noticed about six months previously, having been discovered 
by her family physician in the country. She consulted him first 
because of some pressure symptoms, some slight disturbance 
about the abdomen which she noticed showed an increasing en- 
largement, and also pain which radiated up and down the left 
leg. 

The menstrual history of the patient was negative; that is 
the first point of importance. She had menstruated regularly, 
and had no menorrhagia or other symptom connected with the 
catemenia. Upon examination I found one of the lowest tumurs, 
for a growth involving the broad ligament, that I have ever seen. 
The uterus was pusht upward and to the right, so far, indeed, 
as to render one able to detect the fundus very easily in the 
right side of the abdomen, and the tip of the finger would bare- 
ly come in contact with the cervix. The tumor felt somewhat 
like a cyst, examining it through.the vaginal wall on the left 
side, and it came very low down. 

In the absence of any history of excessive menstruation, and 
all symptoms connected with this function, I made the diagnosis, 
which seemed very probable, of intraligamentous cyst. The 
tumor was undoubtedly, I thought, in the folds of the proad liga- 
ment, judging, as I have said, from its low situation and the 
symptoms presented, the tumor wedging out to the left, the 
bladder being pusht far forward, the uterus upward and to the 
right. I advised removal of the growth, and about a week after- 
ward this was attempted. 

Upon opening the abdomen the tumor presented some pecul- 
iar phases. The left Fallopian tube was enlarged and stretcht 
from the fimbriated attachment to the lower part of the broad 
ligament around in a semicircle to a point above the umbilicus 
and to the fundus of the uterus on that side, being stretcht en- 
tirely across the top of the tumor. The tumor reacht up above 
the umbilicus. The folds of the broad ligament were exceeding- 
ly vascular, tremendous veins conrsed through it at every point, 
so it was clearly seen that we had to deal with an entirely intra- 
ligamentous growth. The uterus, slightly enlarged, was over to 
the right side, as I have stated. The tumor still felt fluctuating 
right under the eye, and I was uncertain whether It was cystic 
or whether it was solid. I explored it, and got for my pains a 
great gush of blood, not coming from a sac of any kind, but a 
pure hemorrhage, which revealed to me that it was at least a 
semi-solid tumor. At this point of the operation I thought it was 
an enormous fibroid tumor of the uterus of intraligamentous de- 
velopment, and it being so vascular I recalled the language of 
Pozzi, that if the tumor extended above the umbilicus, in a 
case of this kind it should be left alone, unless there are urgent 
reasons for its removal. It became evident that I would encoun- 
ter considerable difficulty in removing the tumor, even after 
thoroughly dividing the broad ligament. 

After studying the different aspects of the case I made a long 
incision across the top of the growth, above the Fallopian tube, 
and turning one flap forward, commenced the process of enuclea- 
tion. The enucleation of the tumor on its posterior surface was 
not very difficult, but low down anteriorly it was quite adher- 
ent to the ligament, and this was true as you will see also on 
the inner side of the tumor, where it was in apposition to the 
uterus. And I think the specimens will prove to you that it was 
not a uterine fibroid, but that it is a myo-fibroma of the broad 
ligament, whici is undergoing cystic degeneration, and while it 
was adherent and in apposition to the uterus, that it had no 
connection with the uterus at all. The tumor was turned down 
anteriorly and enneleation of the peritoneal attachments com- 
menced gently, carrying numerous flat sponges down into the 
cavity to control bleeding, which was considerable. 

In looking up the literature of the subject, it will be found 


| that a large proportion of these patients die upon the table: and 


considering the difficulties met in this case, I am not surprised 
that these are the cases that often die on the operating table 
from loss of blood. The ureter was brought up from behind 


| to the extent of four inches; it was then separated and the tumor 
| finally turned out, leaving an enormous denuded surface, and 
| the greatest difficulty was experienced in separating the tumor 
| from its attachment to the uterus at this point. As already in- 
| dicated, the specimen demonstrates that there was no connection 


between the uterus and the tumor except by adhesion. This 
separation gave rise to a great deal of hemorrhage, but the 
crowth was finally enucleated and hot compresses applied to 
the tissue bed of the tumor; then the question as to the next best 


| step was in order. 
May 15, 1898. I was called to see a lady in consultation with Dr. | . 


- *Read before the Louisville Surgical Society July 11, 1898, 
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I did not see how we were going to control the hemorrhage 
from the uterus, bleeding as it was from the separated attach- 
ment to the tumor, so I removed the uterus, first amputating it 
at the cervix, then taking out the cervix itself later. I trimmed 
away all the overlapping peritoneal flaps, some of which I show 
you, and brought up the other flaps from the front; and I should 
then have closed the wound, making drainage through the ynxg- 
ina, but from the fact that the tissue bed of the tumor was still 
going to be a source of danger from hemorrhage, and 1! had 
already packt this with gauze, making direct pressure from 
above. Holding the flaps after trimming away superabuvdant 
tissue, I pulled them forward and packt the space firmly with 
gauze, then also drained through the vagina by a tube from the) 
same point, having completely removed the uterus. | 

The patient, notwithstanding the fact that she had received 
injections of saline solution, was put to bed with a pulse of 140 
to the minute. After the saline solution had been increast her 
pulse fell, and in the evening of the same day it was 108. The) 
following morning her pulse was 120, and she seemed to be do- | 
ing fairly well. That evening the most remarkable series of | 
symptoms set in that I have ever seen. About 7 o’clock her 
pulse began to go up, showing an intermission of every second | 
or third beat; about 9 o’clock it was 160; by 11 o’clock it was 
170, and at 1 o’clock I could not begin to count it. I could not 
believe that there was an internal hemorrhage, as my drainage 
showed nothing of this kind; there was no vomiting from the 
anesthesia, and there was no distension of the abdomen, so I 
did not believe it was the beginning of peritonitis. Saline injec- 
tions were repeated, but did not make the slightest impression 
upon the pulse. Digitaline, nitroglycerine and the usual remedies 
were freely used without apparent effect. About 5 o’clock on 
the morning after the operation the pulse was slightly improved, 
and in the course of twenty-four hours was down to 130 or 1388, 
and from this time on the woman made an easy, steady conva- 
lesecence, never having any distension of the abdomen, or any 
pain. 

What was the cause of this flight of the pulse I did not then 
and do not know now. The kidneys acted profusely; she past 
thirty-six ounces of urine the second day after the operation, and 
about twenty-three ounces the first day. Certainly the accelera- 
tion of pulse was not from delayed hemorrhage, and unless it 
was one of those unusual nervous manifestations I am totally 
unable to explain it. 

With special reference to this specimen: It has become very 
much hardened in formalin, but one can still see the tremendous 
vessels coursing through it. It is undoubtedly a myo-fibroma, 
having its origin in the broad ligament and not in the uterus, 
as is usually the case with such growths. I can find little in 
standard text-books on gynecological surgery about this class of 
tumors. Senn, in his work on Tumors—which is the only text- 
book I ean find that devotes any space to growths of this char- 
acter, most of the other works simply stating that such tumors 
have their origin in the uterus and have later been cut off from 
this organ—says, on page 507: “As the connective tissue of the 
broad ligament contains unstriped muscular fibres. it is not sur- 
prising that occasionally there is met with in this locality a 
myoma which has developt independently of the uterus. Tum- 
ors in the broad ligament seldom attain great size, and usually 
give rise to but little disturbance, but occasionally they rapidly 
increase in size and produce pressure symptoms which may re- 
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quire operative interference. The tumors occurred in women 
past thirty-five years of age in the eleven cases so far reported. | 
In one instance the tumor weighed sixteen pounds. Usually the | 
tumors did not exceed the size of a fist.” 
Bearing upon this point, I will say that about a year ago [| 
enucleated a tumor nearly as large as my two fists from the left 
side, also of the connective tissue space low in the broad lica- 
ment which presented in the vagina, which I now believe to have 
been the same character as the growth shown to-night. Dr. Bull- 
ock has also reported such a case, where the growth seemed to 
be largely fatty in character, and was not connected with the 
uterus in any way, but was enucleated from the broad ligament. | 
In the case operated upon a year ago, I incised the tumor and 
never in my life have I seen such a furious hemorrhage. It was 
enucleated through the vagina in perhaps three-quarters of a 
minute, and I put in seven yards of gauze tightly packt, put the 
woman in the Trendelenberg position. practist saline infusions, 
and saved her life. although it seemed for a time she would die 
from the excessive hemorrhage. That tumor lookt like a sar- 
coma. Dr. Bullitt examined it microscopically, and I believe | 
came to the conclusion that it was malignant. The patient made | 
a complete recovery, and a few days ago gave birth to a living | 


child without any trouble, and seems perfectly well and strong, 
The tumor in that case looked very much like a lympho-sareoma; 
it did not have the same appearance as the growth in the case 
now reported, which has undergone cystic degeneration. It 
seems to me to be one of great interest on account of its rarity, 
and I am satisfied, except that it was in direct apposition, that 
it had no connection with the uterus whatever; another point 
of interest is that in enucleating the tumor from the broad liga- 
ment there was so much hemorrhage that I simply had to do 
an hysterectomy to control it. 


FEMORAL HERNIA.—REPORT OF CASES. 


BY FLOYD WILCOX McRAK, M. D., ATLANTA, GA. 


Professor of Gastro-Intestinal, Rectal and Clinical Surgery, Atlanta College of 
Physicians and Surgeons; elected to deliver sddress on Surgery before 
American Medical Association, 1899; Ex-Vice- President Southern 
Surgical and Gynecological Associ:tion and Tri-State 
Medical Association of Georgia, Alabama 
and Tennessee, 


Too little attention is. given to this very important variety of 
hernia. The text-books on surgery dismiss it in a few words. 
Teachers of surgery, as a rule, discuss it in a very cursory man- 
ner. The subject is scarcely mentioned at all in current litera- 
ture, yet a great many persons (women, especially) suffer with, 
and frequently die, without the condition having been recognized. 
My own observation leads me to believe that femoral hernia is 
much more frequent than is generally supposed. The subjects 
are, however, as a rule, women, and loath to apply for relief 
for so (apparently) trivial affair as it often seems to be, or to 
call attention to the anatomical defect, until strangulation oc- 
curs. Even when strangulated, strange to say, the condition is 
frequently discovered only by accident, or examination, without 
the physician’s attention having been called to the hernia by the 
patient. This has been especially imprest upon my mind by two 
cases that have recently come under my care, and histories of 
which are appended. 

Both were operated upon at the Grady Hospital; both had 
been under the care of good physicians, and in neither had the 
diagnosis been made until just before the operation, in one case, 
and on the operating table in the other. There had been an acute 
cbstruction of the bowels in one case for six days, and in the 
other case for four days. In both cases good movement had 
been obtained from the lower bowels by enemara, and in both 
the vomiting and general distress had been greatly exaggerated 
by the persistent and heroic administration of all sorts of ca- 
thartics. One had been seen by three competent physicians, and 
was treated for six days, medically. after the obstruction was 
pronounced, then operated upon, the obstruction completely re- 
lieved, but the patient died with pneumonia 17 days thereafter. 

The other was seen in private practice by one of Atlanta’s 
best surgeons. Calomel and soda were prescribed to be taken 
every two hours until the bowels were moved. The obstruction 
not having been relieved, the patient was sent to the hospital 
on the third day. Calomel and soda were religiously kept up 
until noon of the fourth day, when the acting house surgeon 
telephoned me he had a case of obstruction of the bowels of 
four days’ standing. I ordered patient prepared for operation 
at once, and found on the operating table a very large strangu- 
lated femoral hernia. The acting house surgeon nad seen the 
tumor, but as it was in the thigh, and as there was no impulse 
on coughing, he attacht no importance to its existence. It never 
occurred to him that the tumor was in any way responsible for 


| the obstruction of the bowels. 


In Case I, I am sure the pneumonia was induced by the 
ether. I have felt since that the issue might have been differ- 
ent had chloroform been used. 

Case IL had evidently suffered with an irreducible hernia for 
a great many years, as the tissues were exceedingly thinned: 
so much so that the first light stroke of the knife opened the 
hernial sac. 

Most violent purging succeeded the operation in each ease, 
due, doubtless, to the injudicious administration of catharties prior 
to operation. Both cases emphasize the absolute necessity for 
careful and systematic examination before instituting treatment. 
Acute obstruction of the bowels, from whatever cause, is a con- 
dition that, as a rule, imperatively demands surgical interfer- 
ence. It is criminal not to operate early in such cases, before the 
victims are in extremis. 

CASE I.—Mrs. A. W. B., white, female, married, aged 55, 
housewife, American; admitted Grady Hospital (private patient) 
Feb. 19, 1898. Stercoraceous vomiting, anorexia, tongue coated, 
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temperature 99, pulse 102, and weak. During the last three years 
patient has had “a swelling” to come several times in the left 
femoral region. It was always accompanied by severe pain, but 
was able to reduce it, with some difficulty each time, after which 
she felt very well. Had the last reduction made during the 
month of September. Six days ago patient was taken with se- 
vere pain about left femoral region; pain extended up into ab- 
domen. On examination a small enlargement was found in left 
femoral region about the size of a small hen’s egg, irreducible. 
Soon after patient was taken she began to vomit, and continued, 
constantly, to do so, until relieved by operation. 


Diagnosis: Strangulated femoral hernia; operation Feb. 19; 
ether anesthesia. 


After the operation patient had no more trouble, as far as 
the operation was concerned; wound healed by first intention; 
bowels moved freely and without difficulty; temperature re- 
mained below 100. On the fourth day she developt an acute 
lobar pneumonia, from which she died on the 17th day after the 
operation. 


CASE II.—Jane B., female, widow, aged 65-70, negro, ad- 
mitted Grady Hospital (ward patient) March 3, 1898. On ad- 
mission anorexia, stercoraceous vomiting, tongue coated, pulse 
100, temperature 99 3-5. Patient had been troubled with at- 
tacks of femoral hernia for several vears. In all, she has had 
about seven attacks. These always came on after over-eating. 
She suffered some with each attack, but was all right again in 
a few days. Three days ago patient ate a full meal of sweet po- 
tatoes and eggs. Soon after she began to have colicky pains. 
Bowels moved that day, but have not moved since. Soon began 
to vomit and has continued to do so. Abdominal muscles not 
abnormally large, and no tenderness. Examination showed quite 
an enlargement in the right femoral region aboat the size of 
an orange. 


Diagnosis made on operating table: femoral hernia. Opera- 
tion March 1, 1898: chloroform anesthesia. The constricted in- 
testine was returned, sac tied off, closed in layers with catgut 
suture. Patient had no more trouble and made a beautiful re- 
covery. Wound healed by first intention. Was discharged cured 
April 2, 1898. 

(I am indebted to Dr. Cyrus W. Strickler, Senior Assistant 
Grady Hospital, for above case histories.) 


A REVIEW OF A LATE IMPORTANT CONTRIBUTION TO 
THE SUBJECT OF GASTROPTOSIS. 


BY G. HOWARD THOMPSON, M.D., ST. LOUIS, MO. 


Professor of Therapeutics and Emergency Practice in the St. Louis College of 
Physicians and Surgeons. 


So many cases of “floating kidney” have of late years been 
subjected to operative treatment without benefit (because there 
was ptosis of other viscera also) that a recent article by Kuttner 
and Dyer on gastroptosis is of peculiar interest. Morgagni last 
century pointed out the relation of this condition to loose kid- 
mey—something too often overlookt by modern surgeons, These 
authors say: The changes in the position of the stomach have 
not even to-day been given the consideration by elinicians which 


is warranted by their practical importance, this fact being due | 
to the circumstance that they are regarded as entirely indiffer- | 


ent conditions and therefore unworthy of notice. Their diagnosis 


also requires time-consuming and complex methods of examina- | 
tion. Recent observers, Glenard, Ewald. Kuttner, Meinert, Du- | 
jardin-Beaumetz and others have recognized gastroptosis as an | 
important part of general enteroptosis. Recognizing the import- | 
ance of an investigation of gastroptosis in its relation to entero- | 
ptosis, and with regard to its effect on the general system, Kutt- | 


ner and Dyer made a large number of examinations of the form 
and position of the stomach, in the polyclinic of the Augusta 
Hospital at Berlin, the results of which are embodied in this 
paper. Gastroptosis was ascribed by Glenard chiefly to the drag- 
ging upon the stomach of the prolapst colon in enteroptosis. 
Later writers, \Meinert, Dickinson and others, have ascribed it 
chiefly to tight lacing. It may be dve to overloading with food, 
or in rare cases to an abnormally low position of the diaphragm. 
Kuttner and Dyer, however, consider overloading with food the 
most important cause of gastroptosis, and a'so maintain that a 
congenital disposition to gastroptosis exists as a factor. This 
congenital disposition is present in individuals with weak, ill- 
balanced nervous systems, and defective circulation and nutri- 


tion, such as are frequently the subjects of digestive neuras- 
thenia. Stiller ‘has found abnormal mobility of the tenth rib to 
be present in a large number of patients suffering from neuras- 
thenia and enteroptosis, and considers this costa fluctuans an im- 
portant physical sign of enteroptosis. Kuttner and Dyer ‘were 
able to confirm this assertion of Stiller, after examination of a 
very large number of cases. By the examination of one hundred 
children, one hundred women and one hundred men, who came 
to be treated for various diseases at the polyclinic with regard 
to the position of the stomach, an attempt was made to determine 
the frequency of dislocation of the stomach at different ages, and 
its comparative frequency in the male and female. Of the three 
hundred cases examined, forty-two of the women and girls and 
only four of the men and boys showed pronounced gastroptosis, 
showing that the female sex furnishes by far the greater number 
of cases. With regard to age, gastroptosis was found most fre- 
quently between the fifteenth and fortieth years. Pregnancy and 
repeated child-bearing were found ito be important on!y as con- 
tributory causes. Dyspeptic disorders which were to be referred 
entirely to the gastroptosis ‘were observed 16 times. In ten cases 
which also presented dyspeptic symptoms these were due to co- 
incident disease of the stomach. In twenty cases no dyspeptic 
symptoms were present. The fact that gastroptosis is in by 
far the larger number of cases a part of a general enteroptosis is 
shown by the fact :that in fifteen of the forty-two cases double 
movable kidney, and in fifteen movable right kidney, was coin- 
cident. The liver was found dislocated ten times, and the spleen 
four times. The symptoms which are chiefly the general group 
clast as dyspepsia may be attributed partly to disturbance in the 
motility of the organ, and partly to stretching of the ligamentous 
attachments and dragging upon the nerves. The writers’ inves. 
tigations lead them to the view that muscular atony may in some 
cases be the cause, as in others it is probably the consequence 
of the ptosis. The frequency with which gastroptosis as well 
as enteroptosis may exist without being accompanied by symp- 
toms is commented upon at great length. A study of the blood 
in nineteen cases who were subjects of gastroptosis and a corres- 
ponding number in which the position of the stomach was normal 
showed that no markt diminution in the amount of hemoglobin 
‘was present in these cases. The remainder of ‘the paper is occu- 
pied with a discussion of the diagnosis and treatment of the dis- 
ease, to which nothing of especial note is contributed. 


International Journal! of Surgery calls attention to the fact 
that a very frequent cause of acute cystitis is the decomposition 
of residual urine. This may quite readily be cured without 
washing the bladder and without internal medication, simply 
by drawing off every drop of urine by the catheter every three 
hours. The catheterization must be done punctually every 
three hours, day and night, whether the patient urinates or not. 
Five minims of 'the oil of wintergreen twice daily, and the inges- 
tion of a gallon of water every twenty-four hours, will contribute 
to the cure and will greatly hasten it. 


Irrigation by submersion in the treatment of empyema was 
the subject of an interesting paper read at the American Pedi- 
atric Society this year by Dr. Samuel S. Adams, of Washington, 
D. C. is reasons for preferring this method of washing out 
the chest, especially with children, are: (1) It is simpler, 
cleaner, easier and in the ten or fifteen minutes that the patient 
is sitting in the bath he will be washt out 200 to 300 times—norc 
three to four imes. (2) Much economy is caused in dressings, 
as by removing the thickened matter from the pleural surfaces 
there will be less irritation and the production of much less pus. 
(8) The baths improve the general condition of the patient, caus- 
ing ‘better metabolism. In irrigation fresh water is constantly 
used; but as the pus and other products are heavier than water 
they fall to the bottom of the tub, while the upper portion of the 
water remains unpolluted. Having witnest the thoroness of this 
method of irrigation and the comfort of the child while reposing 
in the warm bath, ‘the recommended it in cases of empyema in 
which an opening of sufficient size to enable !free ingress and 
egress of the water is made. It is a matter of choice which 
antiseptic, if any, is to be used, but care should be exercised in 
employing those which are easily absorbed. Boiled water or a 
saturated solution of boric acid will be sufficient in most cases; 
the latter, ‘however, would add greatly to the expense. The 
path is prepared in the same manner as it is in the Brand meth- 
od, and the water shou'd be kept at a uniform temperature, 
100° F., by adding warm water from time to time. As there 
must be no chilling, the patient may remain in the bath several 
minutes after the water is returned perfectly clear. 
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EDITORIAL, 


The genial editor of Love’s Medical Mirror goes out of his 
usual way to accuse the editor of this journal of having made a 
mistake in diagnosis which caused the death of two patients. 
Alas! ’tis true. But—there’s consolation in the old thought that 
the man who never made a mistake never made anything. Mis- 
takes are the easiest things to make in the world—except, possi- 
bly, enemies; and if the good Dr. Love does not alter his ways 
he may, eventually, get himself disliked. 


That distinguisht Southern surgeon and teacher, Dr. Floyd 
W. McRae, of the Atlanta College of Physicians and Surgeons, 
has been placed in an awkward position by the American Medi- 
eal Association. First, he was elected by the Association to de- 
liver the annual address in surgery at the Columbus meeting 
next year. Next he was declared not eligible to membership un- 
less he resigns his professorship in the college. For the Asso- 
ciation, without dissenting vote, past the resolution declaring 
that no physician can hereafter be a delegate in that body who 
is a member of any facuity, or a graduate of any college which 
does not require a four years’ graded course of instruction; and 
the announcement of the college in which Dr. McRae teaches is 
outspoken for only three years! 


This eminent Southerii teaciicr is not the only member of 
long standing who will be affected—fully 40 per cent of the per- 
manent members of the American Medical Association are grad- 
uates of schools which will next year (for the last time) grant 
the degree of “doctor of medicine’ to men who have attended 
only three annual courses of instruction. The meeting at Co- 
lumbus next year will be a miserable failure if the resolution 
adopted at Denver be enforced, since the most enthusiastic work- 
ers of that body are from the South and West, where fully nine- 
tenths of the doctors are graduates of “three-year schools.” If 
the resolution had read “after 1900” instead of “hereafter” there 
would have been no trouble, as all the reputable schools of the 
country are to require the “four-year course” after the next ses- 
sion. 


There seems to Be but one way out of the difficulty: to have 
the Association declare the action illegal. This can be done quite 
properly, because the matter of membership in the Association 


is one of constitutional provision; the resolution affecting, as it, 
| Ing Chicago, St. Louis and Kansas City. 


does, the question of who shall constitute members should have 


been declared out of order as a resolution, since it manifestly 
could only come up for consideration as an amendment to the 
constitution and so lie upon the table for one year before adop- 
tion or rejection. If this be done (and it must be), the South- 
ern and Western men will unite to make the Columbus meeting 
the most notable in the history of the society. 


The meeting of the Miss.ssippi \ailey Medical Association at 
Nashville on the 11th to 14th of October will, without doubt, be 
one of the best of the year. By the energetic work of its presi- 
dent, Dr. John Young Brown, of St. Louis, and the efficient sec- 
retary, Dr. Henry E. Tuley, of Louisville, a good program has 
already been secured—one which promises well for an instruct- 
ive and profitable meeting. It is to be hoped that the Southern 
part of the valley will be better represented than heretofore. 


Recent figures beariig upon the cuture of the Southern negro 


| tend to confirm the opinion of Rev. Dr. Horace Bushnell, of 
| Hartford, Conn., that two races, dissimilar in mental and physi- 


cal characteristics, can not long live side by side with each other 
in the same pursuits of life, without the stronger, slowly it may 
be, but surely, crowding out the weaker, until only a remnant 
who have absorbed some of the energy and strength of the 
stronger race remains. Asa proof he instanced the gradual 
extinction of the North American tribes of Indians and predict- 
ed that if the negro race were emancipated and left to them- 
selves a similar result would follow. In this connection, says 
Western Medical Journal, the mortuary reports of some of our 
cities are of markt interest. In March, 1898, the death rates 
for whites in Baltimore was 1 to 852, negroes 1 to 385. In Nash- 
ville, for the month of March the death rate for whites was 1 
to 855; for negroes, 1 to 480. Statistics elsewhere show similar 
results. It is probable that, notwithstanding all the efforts 
which are being made to improve the condition of the colored 
race by education and tacilities tor remunerative labor, the ne- 
gro, as a race in the United States, is doomed by the working 
ot natural law to such a diminution of its number that like tie 
North American Indians, in time only a vestige will be left. 


Louisville is in the tu:ces ui uuviver medical college fight, 
the storm center varying between the Louisville Medical College 
and the Keitucky School of Medicine. Dr. Sam Cochran, of 
the Louisville Medical Monthly, is taking a prominent part in 
the matter, and seems thus far to be the winner—now holding 
the chair of physiology in the latter school. The school has, tho, 
two deans—uaccording to circulars lately received; but whether 
the only true and rightful one is to be Dr. W. H. Wathen or 
Dr. Sam EH. Woody the courts are to decide. It is to be hoped 
the result will not be another school! Louisville has two too 
many now. 


The metropolis of Kentucky is not alone among Southern cities 
in the glory of a college fuss. According to the Maryland Medi- 
cal Journal the physicians who recently raised a row in and 
finally resigned from the Baltimore University School of Medi- 
cine have organized and incorporated the Maryland Medical 
College and National Temperance Hospital. They have secured 
a building and are said to be ready to open their first course 
in September. The faculty will be composed of Drs. Joseph H. 
Branham, John B. Schwatka, John W. Funck, Frederick Caruth- 
ers, Bernard P. Muse, Henry M. Baxley, Houghton Baxley, G. 
Milton Linthicum, L. G. Stuart and W. Wayland Frames. It 
is stated that the hospital will be managed on strictly temper- 
ance principles. This gives Baltimore six regular medical 


_ schools—a number equaled by no other city in the world, except- 
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The Eclectic Medical College Association has just been  or- | 
ganized upon practically the same basis as the American Medi- | 
cal College Association: a high school diploma or better as a! 


preliminary to matriculation, four years’ graded course of in- 3 


struction, and not less than six months’ attendance each session. | 
The colleges which have thus far joined the Association are: (1) | 
Eclectic Medical Institute of Cincinnati; (2) Bennett College of 
Eclectic Medicine and Surgery of Chicago; (8) Eclectic Medical 
College of the City of New York; (4) American Medical College 


‘of St. Louis; (5) California Medical College of San Francisco; | 


and (6) Lincoln Medical College of Lincoln, Neb. (medical de 
partment of Cotner University). It is to be hoped that all other 
colleges of that denomination will also soon join. 


Just why the Southern eclectic schools have not come into 
this association is hard to guess. All of the Southern regular 
colleges, it is a pleasure to note, have agreed to adopt the four 
years’ graded course next year—with the exception of two. So 
the acquisition of students from regular schools of the South 
cannot be the object; nor can they hope to draw from their sister 
schools of the North. Possibly want of representation at the Na- 
tional (Eclectic) Medical Association may have been the cause; 
and next year they will unite with this body, which is to work 
so well and strongly for advancing the standard of medical edu- 
eation. Certain it is our eclectic brothers of the South cannot 
afford to allow their colleges to fall behTnd, as “de bad man’il 
ketch ’em ef dey don’t watch out.” Southern boards of health 
will soon be more exacting in their requirements than those of 
the North and East, and it will be a good thing. 

To the physicians of Missouri: Dr. J. L. Short, of Rolla, a 
member of the legislature, has prepared the folwwing lists of 
legislators who voted for the bill legalizing osteopathy. In the 
88th General Assembly, House: Armstrong, Arnett, Atkins, Best, 
Bittinger, Bothwell, Bourn, Breit, Cape, Carroll, Cherrington, 
Collins, Coppedge, Carroll, Cox, Crisp, Daneri, Davidson, Davis 
(Taney), Davison, DeFord, Denslow, Drum, Dyer, Ferguson, 
Freeman, Fuson, George, Gill, Gmelich, Griffiths, Grubb, Ham- 
mond, Harrison, Hart, Higbee, Hinde, Johnston, Jones (Hickory), 
Jones (Jackson), Julian, Iasey, Kline, Kyler, Lane, Leroy, 
Lynch, McCollum, McKearley, McKee, McPherson, Marsh, Mid- 
dleton, Moore (Mississippi), Moore (Stone), Moran, Mueller, Mur- 
ray, O’Dell, Odneal, Ola, Phipps, Porterfield, Pratt, Rohne, 
Sasche, Sartin, Schoppenhorst, Schumached, Sherrill, Smith 
(Buchanan), Smith (Howell), Steel, Stickney, Sullinger, Swanger, 
Tartar, Walton, Warner, Waymeyer,- Weaver, Weinhold, Wetzel, 
Young (St. Fran.), Young (Texas), Mr. Speaker of the House. 
Senate: Amelung, Ballard, Bledsoe, Brewer, Busche. Davis- 
son, Drum, Dunn, Kennish, Klene, Lancaster, Landrum, Love, 
Lyman, McClitic. Madison, Morton, Mott, O’Bannoa, Peers, Pow- 
ers, Seaber, Walker, Williams, Wurdeman, Yeater.—In the 39th 
Jeneral Assembly, House: Allredge, Armstrong, Averill, Ayde- 
lott, Barnett, Bittinger, Bohart, Bradford, Bradley, Breit, Bruer, 
Burroughs, Caldwell, Cashion, Christy, Clarke, Clymer, Cock, 
Coffey, Cole, Collins, Cox (Lewis), Cox (Oregon), Crisp, Curry, 


Daugherty, Davault, Davidson, Davis (Chariton), Denslow, 
Dougherty, Dunn, Dyer, Ehrhart, Erman, Fitzgerald, Frost, 
Hale, Hamilton, Hart, Hawkins, Hays, Hendrickson, Hess, 


Hood, Hopkins, Ijams, Jenkins, Johnson (Cooper), Johnson (St. 
Louis), Koch, Kramme, Lee, London, McCullom, McKim, MeMon- 


igle, McPherson, Martin (Barton), Martin (Callaway), Mashburn, | 
Moeller, Morris, Mueller, Neville, O’Dell, O’Fallon, Organ, Pick- | 


ler, Piner, Piper, Pope, Prather, Pyeatt, Rebo, Regan, Rohne, 
Ross, Rubey, Russell (Dade), Sawyer, Schumacher, Sessinghaus, 
Shewmaker, Sickles, Smith, Snidow, Spofford, Tandy, 
Thomas, Truitt, Tubbs, Vanderhof, Vandiveer, Walmsley, Ward 
Weaver, Williams (Jefferson), Wood. Senate: Anderson, Brew- 
ster, Burkhead, Childers, Davisson, Drum, Gray, Hohenschild, 


Klene, Landrum, MecClintic, Major, Marshall, Matthews, Miller, | 
Morton, Mott, O’Bannon, Orchard, Peers, Powers, Schweikhardt, 
Seaber, Vandiveer, Wells, Williams. And the bill was signed by 
Lon V. Stephens, Governor. 

KILL ALL THESE MEN, POLITICALLY! 


Taylor, | 


SU 


Dr. Howard Kelly, Professor of Gynecology in Johns Hopkins 
University, Baltimore, claims that in operations for appendicitis 
it is not absolutely essential for cure to secure the entire appen- 
| dix—as advocated by Dr. Joseph Eastman, of Indianapolis, and 
| others. Those cases in which the cecum immediately contiguous 


to the appendix is also seriously affected are unusual, tho when 
met they demand excision of the diseased area and inversion of 
the gut-wall. In some extremely bad cases it is necessary to cut 
off the caput coli. His method of procedure in the ordinary 
case of appendicitis is to ligate the appendix as close to the in- 
testine as possible and cut it off, after turning back a peritoneal 
cuff; the little end of mucous membrane is cauterized with pure 
carbolic acid and the cuff sewn over it. The whole is then 
buried thus: In cutting through the mesenteriolum a trinagular 
space has been left, with peritoneum on either side, and cellular 
tissue at the base; the peritoneum is caught on either side and 
drawn up over the stump and sewed there with a continuous 
suture of very fine silk—practically a “continuous Lembert 
stitch.” 


A peculiar case of laceration of the pelvic tissues is report- 
ed to the Medical and Surgical Bulletin by Dr. A. G. Nichol, of 
Nashville. A white boy, seven years old, was run over by a 
two-horse wagon on June 5, 1898. He was shortly afterward 
brought to the Nashville City Hospital. The wound was exam- 
ined by Dr. Brower, who found an entire separation of the pubic 
bone, complete laceration of the perineum, with a tear in the 
scrotum, exposing the right testicle, and the bladder in view 
through the perineal tear. He was in a condition of profound 
shock. The wound was carefully cleaned and packt with gauze. 
On the following morning the pubic bones were approximated, 
the soft tissues united in their natural position, with gauze 
drainage, and the pelvis was encased in a plaster of paris dress- 
ing. For some days after the operation small doses of opiates 
were required by the severity of the pain. Strychnine was also 
used. The wound united by granulation. He was discharged 
with slight lameness. 


A case showing the results of Barton’s operation for ankylosis 
6f the knee was recently exhibited to the Louisville Medico- 
Chirurgical Society by Dr. W. L. Rodman, Professor of Surgery 
in the Kentucky School of Medicine. The patient was a young 
man, nineteen years of age, who, as a boy of seven years, was 
using a hatchet rather recklessly and cut into his knee joint. The 
entrance into the joint was followed by an inflammation which 
became suppurative in character, and in time was followed by 
complete bony synostosis, leaving his limb with an extremely 
bad deformity. This young man felt that the time had come in 
his life when he should be able to win his bread, and had ap- 
plied to two surgeons, each of whom advised amputation. He 
then consulted Dr. Rodman, and told him that both himself and 
his parents had declined to have the leg amputated, and wanted 
to know if nothing else could be done. After a careful examina- 
tion the doctor thought it very much like another case which 
had been satisfactorily treated, and so a favorable one for a 
modified Barton’s operation, or cuneiform osteotomy of the an- 
terior surface of the femur low down. It did not seem that the 


| amount of deformity which was present in this case could posst 


bly be overcome by a linear osteotmy. Two large V-shaped 
pieces of bone were removed, as was also the patella. After do- 
ing this and tenotomizing a number of muscles, the external 
hamstring and two of the internal hamstrings, the doctor was 
able to bring the leg down in excellent position, just short of 
complete extension. No vessel was cut, the artery, which is of- 
ten adherent to the posterior ligament of the joint and therefore 
may be ininred when complete extension is made, escaped injury; 
pulsation in the anterior and posterior tibials was good after the 
operation, and has continued so up to the present time. The pa- 
tient had less pain following the operation than anticipated. The 


| pulse never was more than 82, with a normal temperature after 


the operation. Everything indicates that a good result will be 
obtained. No drainage was used, and the plaster dressing was 
not changed for a month. This is the third operation of the 
kind Dr. Rodman has made and he has been well pleased in every 
case. 
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YNECOLOGY. 


When a patient has tuberculosis of the rectum, within reach, | 
Mathews says the best thing to do is to excise the diseased tis- 
sues just as would be done with early cancer; the next best 
thing is to curette it thoroughly. 


Dr. John H. Gibbon, pleasantly remembered by mem- 
bers of the North Carolina Medical Society as one of 
Charlotte’s (N. C.) most promising surgeons a few years 
ago (says North Carolina Medical Journal), has _ with much 
labor and painstaking research tabulated 63 cases of cecal hernia. 
Of this number 13 have not previously been reported to the pro- 
fession. From a study of the cases it is noted that the male sex 
and early childhood influence favorably the occurrence of the 
trouble. Most frequent in occurrence is the right inguinal va- 
riety, next right femoral, left inguinal, left femoral. In children 
it seems to be frequently congenital, or there is at least a local 
weakness which favors its early development after birth. In 
these cases the etiology of the affection is more readily noted 
than in cases of adults acquiring the disease. Pre-existing hernia 
of the ileum probably frequently drags down the cecum. Treves 
has directed attention to the decidedly markt mobility of the ce- 
cum, and to the fact that in the majority of cases, in direct op- 
position to what is generally believed to be the rule, there is a 
complete sac. It has been noted that adhesions between the con- 
tents of a cecal hernia are more frequent than in other varieties 
of hernia. The diagnosis of cecal hernia is very seidom made 
prior to the opening of the sac—possibly in children and very 
old people with very thin abdominal walls, palpation may make 
out the trouble. Coley has made the diagnosis several times in 
children and he and others have been able to reduce all the her- 
nia except the appendix, which being adherent, was readily out- 
lined. The treatment of this variety of hernia varies little from 
that of hernia in general, except that where the diagnosis is 
probable, an early operation should be resorted to, because of 
the tendency to early strangulation and to appendicular disease 
as well. The question of the removal of the appendix will de- 
pend upon its condition. 


An interesting article on appendicitis appears in the Medical 
and Surgical Bulletin, August, by Dr. M. C. MeGannon, Professor 
of Abdominal Surgery in the University of Nashville. The con- 
cluding and most important remarks are as follows: Every case 
is a surgical one; not necessarily to be operated upon, however. 
But as each case endangers the life of the patient it should be 
watcht with the idea of subjecting it to surgical treatment as 
soon as the good judgment of the attending physician and his 
consultants decide that the proper time to do so has arrived. 
In every case of appendicitis consultation should be askt. I be- 
lieve the physician who neglects to do so is negligent of the best 
interests of his patients. The question naturally arises here, 
when shall we operate? This is one difficult to answer, since 
no two cases are alike; one may demand immediate operation. 
with another we may delay, while a third may not require it 
at all. There is no definite time limit, and no one can lay down 
any hard and fast rule upon the matter; one cannot say, when 
this or that symptom occurs is the time to resort to surgery. Ex: 
perience is the best teacher in a matter of this kind. There are, 
however, symptoms that make operation imperative. When pus 
is present operation should not be delayed. In cases that show 
severity from the outset delay in applying surgical treatment | 
must not be permitted. In relapsing cases without tumefaction 
operation is demanded, since the lumen of the tube may be | 
closed at some point by the attack, making it impossible for the | 
appendix to empty itself at a subsequent attack, hence, if it be 
not walled off by adhesions, that is, if there be no inflammatory | 
exudate walling off the diseased organ, this subsequent attack | 
may be a fatal one. Admitting then that all cases are to be | 
lookt upon as probably surgical, how shall we treat them up to) 
the time when operation becomes necessary? The indications 
are: to relieve pain, remove the irritating material from the} 
bowels, and to keep them at rest until the inflammation subsides. 
The first step, then, will be to put the patient in bed; the quiet 
and the position will relieve the pain somewhat; it may be furth; 
er relieved by the application of ice bags, or hot turpentine 
stupes, whichever prove most efficacious. Opium under no cir- 
cumstances should be administered; it locks up the secretions, 
masks the symptoms, gives a false sense of security, and does 
nothing towards curing the disease. The bowels should be 
emptied by calomel, in powder, dropt on the tongue, if there is 
much nausea. The calomel should be followed in say six hours 


| method being used. 


watery action of the saline; it will better help the appendix to 
discharge its contents if its lumen be not completely occluded. 
Many authorities condemn the use of laxatives in these cases, 
because of the danger of breaking up adhesions and thus endan- 
gering the general peritoneal cavity. This fear is unnecessary; 
any adhesions, even though they be slight, will be but little dis- 
turbed by the peristaltic movements permitted to the structures 
involved. The diet should be light and consist of broths large- 
ly, to which may be added white of eggs; milk should be given, 
but not in too large quantities. Ninety per cent of all cases will 
recover under this treatment—the other ten per cent will require 
operation. 


International Journal of Surgery very happily suggests that 
after operations on the face and mouth in children, or in any 
condition in which it is desirable to prevent the child from carry- 
ing its hands to its face, the surgeon may extend the arms and 
keep them extended by a few turns of a plaster of Paris band- 
age around the elbow joint. 


Dr. Howard Kelly, of Johns Hopkins University, in a re- 
cent paper in Medical News declares that in general if he had 
to abandon all sorts of sutures and ligatures but one, he would 
unhesitatingly prefer to keep catgut as the one that unites in 
itself the most advantages with the fewest drawbacks. Catgut, 
however, should not be used exclusively, for the two reasons that 
it does not bear tension well, and in surface-work it is liable to 
infection; in the latter, silkworm gut is generally preferable. 
The rendering aseptic of catgut has now been definitely disposed 
of by the cumol-sterilization, by which the hydrocarbon at a 
temperature of from 155° to 160° C. renders the gut sterile be- 
yond peradventure. Kelly regards catgut the ideal ligature for 
vessels. In the abdominal incision he has for long used catgut 
in three or in four tiers for incisions two inches long or less. 


Atlanta Medical and Surgical Journal, August, 1898, contains 


| an account of an osteosarcoma developing very soon after trau- 


matism, in the practive of Dr. Hunter P. Cooper, Professor of 
Anatomy and Clinical Surgery in the Atlanta College of Phy- 
sicians and Surgeons. The man, aged thirty, was admitted to the 
Elkin-Cooper Sanatorium December 10, 1897. On November 14 
his left leg was crusht by a wheel of a railroad train, necessitat- 
ing amputation above the knee. The operation was done in the 
town where the accident occurred. Infection followed the opera- 
tion, and septicemia resulted. When he was brought to the san- 
atorium his temperature ranged from 102 to 104, pulse from 120 
to 136, and he was very weak and emaciated. The stump was 
unhealed, the end of the bone protruding an inch beyond the 
flaps. The abscess extended from the very end of the stump to 
within three inches of Poupart’s ligament. He was anesthetized 
and the abscess opened fully by an eight-inch incision on Decem- 
ber 13. A few days later the end of the bone was removed and 
the granulations curetted. His general condition improved rapid- 
ly for a while, but it was soon noticed that large knob-like mass- 
es were rapidly forming around the end of the bone. These grew 
with great rapidity. One of these was cut off and examined 
microscopically by Dr. Bourns, professor of pathology in the 
Southern Medical College. He reported it to be a large-celled 
sarcoma. Amputation at the hip joint was thereupon advised, 
and consented to. It was done January 18, Wyeth’s bloodless 
Two large drainage tubes were inserted, 
and the patient recovered without any difficulty. The highest 
temperature recorded subsequent to the operation was 100 2-5, 
the temperature ranging most of the time between 98 3-5 to 
991%. He was discharged on February 23, the wound being en- 
tirely healed, except where the drainage tubes were brought out. 
Dr. Cooper saw him very recently; he is in perfect health and 
has gained very greatly in weight. 


A remarkable case of stab-wound of the thoracie duct, with 
recovery, is recorded in Maryland Medical Journal by Dr. W. H. 
Lyne, Demonstrator of Surgery in the Medical College of Vir- 
ginia, Richmond. At 1 a. m., May 5, 1896, he was called to an 
emergency case at one of the police stations. On entering, in- 
formation was given by some of the officers “that a negro man 
had been stabbed in the neck, and that white blood, like milk, 
was coming from the wound.” A thoracie duct injury was, 
therefore, at once suspected. The negro, aged twenty-four, was 
of splendid physique, being a porter in a large hay and grain 
establishment. On examination an oblique stab-wound about 


by magnesium sulphate. If the stomach be not irritable castor | one inch long, depth unknown, was found above and behind the 


oil will serve the purpose very well; most surgeons prefer the ! left clavicle and parallel with the outer border of the sterno- 
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cleido-mastoid near its pailaibinieiah thus, from the anatomy of | 
the parts, necessitating a longitudinal wound of the thoracic | 
duct. There had been considerable hemorrhage, which had stopt 
and an abundant milky fluid was steadily escaping from _ the 
wound. For quite a time the doctor contesses he was at a loss 
as to treatment, but, acting on the advice once given by an older 
physician, “to look wise, say little and do something it neces- 
sary,” he decided to tampon. This was repeatedly done (after | 
cleansing the wound with a weak, hot, carbolized solution), the 
packing of iodoform gauze and compress becoming soakt with 
chyle. On removing the patient to the hospital the wound was 
again redrest under scarcely better aseptic surroundings, using | 
a dressing of like character as betore. When this dressing was | 
applied chyle was still escaping in good quantity, though the pa- | 
tient had been slowly moved nearly three miles. On removing | 
the dressing during the ward visit, about seven hours thereafter, | 
the escape of chyie and oozing had completely stopt, and the} 
regulation dressing was reapplied. The patient was allowed 4a) 
ligut diet. His recovery was prompt and uneventful, the only | 
untoward symptom being a slight suppuration, the patient being | 
discharged nine days after his admission, compluning only of 
a slight stiffness of his left arm. The patient was seen August | 
2, 18¥8, and was enjoying perfect health, weighing ten pounds | 
imore than he ever weighed before. | 


Dr. Joseph M. Mathews, of Louisville, the well known au- | 
thority on rectal diseases, declares that more than 50 per cent of | 
all cases of proctitis may be traced to syphilis. | 


Atlanta Medical and Surgical Journal says that plaster of | 
Paris sets much more efliciently with sulphate of potash than | 
with chloride of sodium. ‘The potash salt may be used in any | 


strength; the stronger the solution the quicker the setting. | 


A case of excessive venery in a boy of 13 years is reported 
to the Louisville Medical Monthly by Dr. Leon Solomon, Assist- 
ant in Pediatrics in the Kentucky School of Medicine. The boy 
said that for more than a year he had been regularly indulging 
in sexual exercise, first with one, and later, with four young 
girls, ranging in years from 12 to 16. They would come to him 
singly, and in pairs, and beg for gratification, to which demand 
he acceded, when he was able, and as often as he was able. How 
one of his tender ears could accomplish so severe a task, is the 
wonder, yet it seems, according to the doctor’s account, he was 
ordinarily equal to the demands of the occasion. 


In an excellent article on the prevention and treatment of 
shock, Dr. Hugh M. Taylor, Professor of Surgery in the Univer- 
sity College of Medicine, Richmond, says (Virginia Medical Semi- 
monthly): The surgeon should be careful to see that the oper- 
ating room is warmed and that warm dry clothing surrounds 
the patient. The anesthetizer should not begin the anesthetic 
until the preparation of the patient for the operation is well ad- 

vanced. We often hear, without heeding it as we should, the 
truism “as well club a patient with a sandbag as to shock him 
by too much or too prolonged anesthesia.” Too profound or too 
prolonged anesthesia induces shock. It is not unreasonable to 
claim that too little may be equally a factor in producing shock, 
i. e., not enough to eliminate consciousness of pain. In any event 
the judicious exhibition of the anesthetic is important in the mat- 
ter of preventing shock. There is no greater comfort to the op- 
erator than an intelligent anesthetizer—one who knows when to 
push the anesthetic and when to let up with it. Every operator 
should seek to guard against shock during an operation by work- 
ing as rapidly as is consistent with completeness, and especially 
completeness in limiting the loss of blood during the operation. 
There should be at hand ready for immediate use during an op- 
eration, strychnine, digitalis, caffein, nitro-glycerin, saline solu- 
tion, etc.; and it.is best to anticipate shock in the use of these | 
remedies rather than to trust to them after shock has well set | 
in. If the abdomen is open, irrigation with hot saline may be| 
much depended upon in shock. It should be a part of the duty | 
of the anesthetizer to watch for shock and to apply appropriate 
remedies. Rapid surgery is not always complete surgery; and 
while one must not urge celerity at the expense of thoroughness, 
yet a failure to grasp and act upon emergencies promptly as they | 
arise, is worse. Complete surgery limits primary and reaction- 
ary hemorrhage and prevents shock. Complete surgery wards | 
off septic infection and the most dangerous of all shock—that in- | 
cident to rapid ptomain and toxin absorption. No time should be) 
lost in getting the patient back to bed after the operation, as | 
each half hour consumed in operation and dressing of the pa- 


tient adds to the degree and danger of shock. Dress dry and 
warm the patient as quickly as possible. It is a good plan to 
order a pint of hot saline solution and an ounce of whisky to be 
given by enema as soon as the patient is in bed. Lt is all-import- 
aunt to dry the patient by friction with dry towels or the hand. 
Hot water bags are useful, but must be watcht so as not to act 
as a hot pack, or burn the patient. If reaction is not prompt, 
treatment is continued by administering saline solution under 
the skin, by the rectum, or by direct transfusion, if the case is 
urgent. Strychunine, digitalis, caffein, uitro-giycerin, atropine and 
morphine are to be administered, at intervals, as indicated, and 
cold tea, and coffee may be given with advantage by the rectum. 
Patients treated along this line will, with few exceptions, recoy- 
er from shock which is uncomplicated. Very few now believe in 
the so-called prolonged shock, delayed shock, etc.; we have shock 
plus hemorrhage or the toxin shock incident to rapid sepsis, and 
in exceptional instances, fat embolism or venous thrombosis to 
contend with. In shock, hemorrhage and sepsis, we recognize 
the trinity of dangers common to traumas and surgical interfer- 
ence; and their prevention secures against diminisht local and 
septic resistance. 


A paper entitled ‘Syphilis: Whence Did It Originate, and 
Where Is It Now?” was read by Dr. Henry Plummer, of Har- 


| rodsburg, at the Kentucky State Medical Society this year. As 


to where syphilis is now, the author stated that there were 
250,000 adulterous people within the city of New York alone, ex- 
clusive of the 40,000 prostitutes and their customers! According 
to statistics, there were between 2,500,000 and 3,500,000 syphil- 
itic people in America alone. The total number of women who 
practice prostitution in Japan is over 1,400,000. If to this again 
be added 500,000 geisha, the complete total would be 5 per cent 


| of the entire population. The author quoted numerous authori- 


ties relative to the prevalence of syphilis in every civilized coun- 
try. Believing in history and relying implicitly upon statistics, 
he emphatically made the statement that if we never had any 
syphilis, we would never have had any lupus. If no syhpilis, no 
leprosy. If no syphilis, no cancer in any form. No syphilis, “no 
scrofula” in its various forms. If no syphilis, no coxalgia, no 
rickets, no curvature of the spine, and but few if any abortions 
from natural causes. 


A case of coccygeal dermoid is reported to the Louisville Med- 
ical Monthly by Dr. J. L. Johnson, of Louisville. On July 15 he 
was consulted by Mr. B. J., of St. Louis, in reference to what 
he had been told by several physicians was an anal fistula. Some 
14 years since “the patient noticed an uneasiness about the anus, 
which proved to be an ischio-rectal abscess on the right side. 
There was no apparent cause for its origin. In due course of 
time the abscess perforated the skin, and after discharging for a 
time healed. In the course of several months the abscess opened 
and discharged again, which was followed by a quiescent state. 
This condition of affairs continued up to two years ago, when 
an abscess formed in the left ischio-rectal fossa, and which con- 
stantly discharged since that time. At the time of the consulta- 
tion the ischio-rectal fossa on both sides was completely filled 
with masses of indurated tissue. The patient feeling somewhat 
indisposed was sent to the country for a few days to recuperate, 
when he returned to the city and was operated upon by Dr. 
Johnson, at St. Joseph’s Infirmary, on July 18. Neither of the 
fistulous tracts communicated with the bowel, but it was neces- 
sary to remove the entire indurated area, which proved to be a 
coecygeal dermoid. The cavity left after removing the dermoid 
was the size of a lemon, but has rapidly granulated and healed. 
It is interesting to note that a fistulous opening of 14 years’ dur- 
ation in this locality did not communicate with the bowel, and 
that a coccygeal dermoid was the cause of the trouble. After- 


| treatment was simply irrigation with bichloride solution, pack- 


ing with iodoform gauze once per diem, keeping the bowels open 


| and enjoining perfect rest in bed, with nutritious diet. 


Gonorrheal septicemia is ‘Meas lates: addition to surgical dis- 
eases. In a paper upon this subject publisht jin the Ft. Wayne 
Medical Journal-Magazine, Dr. Miles F. Porter, Professor of 
Surgery im the Ft. Wayne College of Medicine, reaches the con- 
clusions: (1) ‘That the gonococci of Neiser are capable of living 
and propagating in the blood. (2) That gonococci may be car- 
ried by the blood or lymph stream to any of the tissues or organs 
of the ‘body and lodging there may produce inflammation, which 
| may be purulent or non-purulent owing to circumstances which 
as yet are not understood. (3) That the true progressive septi- 
eemia is not infrequently due to infection by gonococci. 
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GYNECOLOGICAL NOTES. 


Dr. M. C. MeGannon, Professor of Gynecology in the Univer- 
sity of Nashville, says that in typical cases of endometritis the 
os internum is hypersensitive and there is a creamy yellow or 
thin acrid discharge from the uterus, instead of the normal secre- 
tion which should resemble the white of egg. The best thing to 
do in these cases it to devulse properly and thoroughly the canal, 
curette the uterus, and insert a rational drainage tube. The tube 
may be removed at the end of a week, when the mucous mem- 
brane will be healed. The patient may then get up and move 
about. 


Dr. Irving S. Stone, of Washington, in the Virginia Medical 
Semi-Monthly, says that in his experience pessaries are rarely 
of service. Women should not be subjected to eternal tinkering 
every few months to adjust a pessary. According to Tait, he 
says, pus tubes are often due to the influence of pessaries. In 
some few cases, as of retroversion without adhesions, the pes- 
sary will be of service; but as a rule a displacement which re- 
quires any treatment at all is such as to demand operative meas- 
ures. The proper adjustment of a pessary requires skill. 


Bovee, of Washington, thinks that hematosalpinx is much 
more frequent than generally believed, and that ovarian hem- 
orrhage is by no means rare; while a severe hemorrhage from the 
varicose veins of the broad ligament is not impossible. All these 
things must be considered when making a differential diagnosis 
of ruptured tubal pregnancy and other conditions sometimes 
clast under the head of pelvic hematocele; and especially in un- 
married women, where the question of virginity is at stake. 


The most dangerous forms of puerperal sepsis, says Dr. J. Wes- 
ley Bovee, Professor of Gynecology in the Columbian University, 
Washington, are not those accompanied by the formation of pus, 
but those in which the toxines of microbie growth are immediate- 
ly taken into the circulation through the lymphatics of veins or 
the uterus. When pus does form the fever is not so intense nor 
the collapse so profound. The purulent accumulation most fre- 
quently occurs in the Fallopian tubes, but many cases of abscess 
of the pelvic cellular tissue have been met in which there was 
practically no tubal involvement. Hysterectomy, if done at all 
for puerperal infection, must be performed early—before there is 
serious general infection, before the inflammation has set “up 
trouble in the broad ligaments or @urther. If statistics of such 
hysterectomies were obtainable, they would give a mortality of 
more than one-half the cases operated on. 


The Carossa method of treatment of acute uterine inflamma- 
tion is advocated by Dr. Richard Douglas, Professor of Gynecolo- 
gy in Vanderbilt University, Nashville, especially for those in- 
fective cases follgwing abortion or full-term labor. It is this: 
After thorough dilation of the cervix and cleansing of the uter- 
ine cavity, either with or without curettage, a soft catheter is 
introduced to the fundus; then the uterus is very lightly packt 
with sterile gauze; and a rubber tube connected with the 
eatheter. Then the uterus is filled, through the tube and catheter, 
with a 25 per cent solution of alcohol; and the intrauterine gauze 
is thereafter kept saturated with the same by repeated applica- 
tions through the tube until the patient gains in strength and 
the febrile symptoms subside. 'The doctor does not state whether 
or not enough alcohol is absorbed to cause any intoxication; but 
it is not probable that too much would be taken up by the 1n- 
flamed tissues. 


At the Louisville Medico-Chirurgical Society, Dr. Lewis S. 
McMurtry, Professor of Gynecology in the Hospital College of 
Medicine, exhibited a specimen of uterine fibroma, complicating 


migrated to this country when she was married at the age of 
eighteen. A year after her marriage she gave birth to a child, 
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history of pelvic inflammation, which is almost universally asso- 
ciated with these accidents, and it is quite possible that it may 
have been of a specific character, but the history of her case as 
far as the pelvic trouble is concerned is very indefinite. She was 
admitted to the infirmary and Dr. McMurtry was invited to sec 
her by Dr. Stucky, under whose care she was. She gave the his- 
tory of having had several attacks of pain throughout the pel- 
vis, but it was not constant nor was it very markt or severe, 
and there were no general signs of pregnancy to attract atten- 
tion. He made an examination of the pelvis, and found it packt 
with a mass on the left side of the uterus, pushing the uterus 
over to the right, standing up above the pubes, and fluctuating. 
Only in an abdominal section did he recognize the real nature of 
the trouble; when the peritoneum was opened a large black blood 
clot was encountered, and the pelvis was found filled with blood. 
Peritonitis was active about the mass; the fetus had evidently 
been dead but a short time. Hemorrhage was profuse as soor 
as the intestinal adhesions to the sac were separated, and, reach- 
ing the cornu of the uterus, the doctor threw a clamp around the 
broad ligament at that point and enucleated the specimen, turn- 
ing it out rapidly and irrigating the abdominal cavity with salt 
solution. There was still considerable oozing over the site of 
the attachment of the sac, which was thoroughly packt with 
gauze, and the abdomen closed. The patient was put to bed 
without any shock, and made a smooth and easy recovery. She 
had a normal pulse and temperature all the way through. A 
careful examination of the specimen showed the ovary incor- 
porated with the fibroid mass; the fetus itself is about five inches 
in length; other portions of the specimen consisted of broken- 
down blood clots, the broad ligament with placental formations 
and membranes. 


Dr. W. L. Rodman, of Louisville, in a recent paper states that 
the results of Keen, Bull, Dennis, Weir, Halstead and Powers, 
six American surgeons, who have within the year published their 
statistics in operations for cancer of the breast, show a mortality 
of less than one per cent (six hundred and fifty-six operations 
and six deaths). He concludes his paper as follows: (1) All mam- 
mary growths should be removed at once, for innocent tumors, 
carried for a long time, become a menace. (2) The complete op- 
eration should always be done in cases of malignant disease. (3) 
In nearly every case it is simply impossible to detect enlarged 
glands until the axilla is opened. Keen says that he cannot do 
so once in ten times. (4) The mortality should be, with average 
operations, about three per cent. (5) A radical operation should 
promise from twenty-five to fifty per cent of permanent cures, 
according to the time when the patients apply. (6) When in 
doubt operate; never wait for symptoms 


{wo cases of hernia of the ovary—a very rare cundition—are 
reported in Maryiand Medical Journal, July 2, by Dr. B. Bernard 
Browne, Professor of Gynecology im the Woman’s Medical Col- 
lege of Baltimore. In 1871 Englisch, of Vienna, publisht some 
important observations upon the subject of hernia of the ovary. 
Of the thirty-eight cases which he had collected up to that time, 
twenty seven were inguinal, nine were femoral, one was sciatic 
and one obturator. In one-third of the cases of inguinal ovarian 
hernia the displacement was on both sides, in seventeen it was 
congenital, in these it was inguinal, and all the cases of double 
hernia were inguinal. From these facts Bngtisch concluded that 
congenital hernia of the ovary arises from an obnormal descent 
of the ovary analogous to the normal descent of the testes in 
the male. Those cases of ovarian hernia that come on ‘at a later 
period of life must be accounted for by some such conditions 
ag axcessive length of the ovarian ligament, bending forward 
of the uterus, too great an inclination forward of the 
pelvis or the drawing down of the ovary along with the 
hernial sac. In congenital hernia the ovary and tube are gen- 
erally present, while the acquired generally contains the ovary 
alone. The uterine end of the tube has been found obliterated in 
most cases that have been examined. In fifteen cases the ovary 
was normal, in seventeen inflamed, in five cystic degeneration 
had taken place, and one had become cancerous, In five cases 
the ‘hhernial sac contained intestine. Of fifteen congenital cases, 
thirteen were irreducible. Of fifteen acquired cases, twelve were 
reducible, 


Dr. T. J. Happel, of Trenton, Tenn., who presided with such 


, Success at the late meeting of the American Medical Association 
ectopic pregnancy. The patient was a Syrian woman, who im-' 
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man was brought into the amphitheatre of one of the New York 
hospitals under the influence of an anesthetic. So far as ap- 
pearances went the patient was a perfect specimen of healthy 
womanhood. The professor remarkt that he had to deal with an 
obscure ovarian trouble, and at once proceeded with his opera- 
tion. Almost before the spectators realized that the operation nad 
been begun, an ovary had been removed. The professor exam- 
ined it critically, remarking that he had to deal with a ‘granular 
degeneration of the ovary.’ The other ovary was not toucht. 
The wound was closed and the vatient removed, to be succeeded 
in a few seconds by another female. In the meantime the ovary 
which had been removed was carefully kept in a vessel of steril- 
ized warm water at a temperature of 99°. The second patient 
presented was then shown to the class. The professor stated 
that he had here a case of congenital absence of the ovaries in 
a girl under twenty years, and that he was about to do an ex- 
perimental operation that had never before been attempted. He 
then made an incision over the uterus and soon exposed it, pro- 
ceeding to incise its peritoneal covering on one side, and in this 
incision he implanted the ovary removed from the first patient, 
and then closed the wound in the uterus and abdomen, remark- 
ing that he hoped from this operation to set up a development 
of the uterus, which up to this time had never taken place. If, 
now, his statement in regard to the ovary removed from the first 
patient was true, then he was grafting into a sound organ dis- 
eased tissue, and if not true, then he had willfully misrepresent- 
ed and perverted facts. But then, the operator was experiment- 
ing, and one life more or less lost in the interest of science mat: 
tered not. The reader can choose either horn of the dilemma 
that he prefers. 


A careful study of pelvic massage has been made by Dr. H. 
C. Bloom, Surgeon to the Gynecean Hospital, Philadelphia, with 
& masseur who was a pupil of Brandt. Twenty of the cases 
(says Dunglison’s Coll. and Clinical Record) were undevelopt in- 
fantile conditions of the peivic organs, especially of the uterus, 
with those symptoms which characterize more or less such a 
condition—scanty and painful menses, often irregular, and most- 
ly attended by those nervous reflex manifestations which make 
these cases among the saddest and most unsatisfactory that can 
bel met with. In a summary of the results obtained thus far 
from pelvic massage there can be no ‘hesitancy in stating that 
in selected cases of undevelopt infantile conditions of the pelvic 
organs it deserves first consideration. There may ‘be eases of 
this class in which, from a moral standpoint, it would be better 
not to advise it; but to condemn a treatment which offers pros- 
pective good simply because there is an occasional one whose 
perversity or forwardness would be against fits tse is, to say 
the least, contrary to that liberality of medical men who have 
always accepted those truths which are founded on practical re- 
sults. In tender stumps, after removal of the appendages, and, 
indeed, after all surgical measures for inflammatory or chronic 
pelvic disease, where there remains a certain tenderness, with 
or without adhesions, provided ©» “fficient time has elapst to over- 
come these conditions, which would contraindicate massage any- 
where, it offers a promising field. Im old exmdates, the reswt 
of pelvic cellulitis, ete, it is worth a trial. In one instance good 
results were obtained where all other measures failed. In ante- 
flexion, with tender uterosacral ligaments, or in any general pel- 
vie tenderness without inflammatory pathological conditions, and 
associated, as many of these cases are, with painful coitus, pelvic 
massage offers the most promising results, as three of these 
cases have verified. In the cicatricial tenderness which some- 
times follows plastic operations it acted very satisfactorily in 
one case. In simple uncomplicated endometritis it only increast 
the leucorrhea, and appeared to do more harm than good. In 
subinvolution complicated, as these cases mostly are, by endo- 
metritis it increast the discharge, aggravating the endometrial 
condition, which continued the subinvolution. In retroversion, 
with or without adhesions, it gave negative results; and ‘in one 
instance where there were firm adhesions, uterus fixt, it greatly 
inecreast the lumbosacral pains as well as other reflex symptoms. 
In fibroid conditions it stimulated them to more rapid growth, 
and increast the menstrual and intramenstrual discharge. In 
tubo-ovarian disease, chronic or inflammatory, or any inflamma- 
tiom about the appendages, it is capable of doing much harm. 
One important point noticed im most of these cases was that the 
massage increast intestinal peristalsis, and produced a regulari- 
ty of the bowels which was unknown to most of these patients 
‘without large doses of cathartic medicines. It is to be re 
gretted, says Dr. Bloom, that sufficient time has not elapst to 
speak advisedly as to the reliability of this treatment in sterili- 
ty. But it is not too much to say that the satisfactory increase 
fm the organs depending upon pregnancy has been such as to 
give us encouragement in this unfortunate condition, One of 
these cases, in which sterility has existed and in whom there !s 


markt improvement in the development of the uterus and regu- 
larity of the menses, has mist one menstrual period, associated 
fwith other signs of early pregnancy. It has been noticed that 
in a number of these cases there was a2 concomitant condition 
of hemorrhoids, which were relieved in every instance, Whether 
this was due to the increast intestinal peristalsis producing a 
normal action of the bowels or by stimulating these veins to 
greater activity, as well as the increast cellular changes taking 
place in the infiltrated connective tissue surrounding the rectal 
veins incident to the massage, is a question to be answered only 
in a further study of its value in this condition. 


North Carolina Medical Journal, of Aug. 3, contains a series 
of instructive cases by Dr. Geo. Ben Johnson, Professor of Ab- 
dominal Surgery in the Medical College of Virginia, Richmond. 
Perhaps the most interesting is that of an intraligamentous cyst 
in a colored women of 48. She was much debilitated, greatly re- 
duced, thoroughly anemic, abdomen enormously swollen, not only 
from the tumor, but also from a collection af ascitic fluid, and 
edema of the lower extremities. Examination showed a large, 
irregular tumor occupying lower portion of the abdomen, extend- 
ing above the umbilicus, higher on the right than on the left side. 
The abdominal walls were very thin. Prominently shown above 
the symphisis was a protuberance half the size of a cocoanut, 
movable from side to side and plainly attacht to the tumor. The 
neck of the uterus was out of reach of the examining finger. The 
mass resembled a full bladder displaced by a pelvic tumor, but 
was pronounced to be the uterus with tumor attacht. The dlag- 
nosis made was intraligamentous cyst of right side with the ut- 
erus lifted out of the pelvis. Deeming it unwise to operate in 
her present condition, she was put under a preparatory course 
and then operated upon at the Old Dominion Hospital on May 
21. After the incision was made and the tumor exposed, the ac- 
curacy of the diagnosis was verified. Ordinarily this would have 
been an extremely difficult case and, in all likelihood, radical 
operative interference would have proved fatal, for Goodell says, 
“these are the patients that die on the table.” We are indebted 
to Dr. Rufus B. Hall, of Cincinnati, for a recent method of deal- 
Ing with intraligamentous cysts which renders the operation 
almost as safe as an ovariotomy. The old method was to split 
the peritoneum, then proceed to enucleate the cyst. As the blood 
supply is very large, this meant very profound and sometimes 
fatal hemorrhage. The operator was embarrast by the great flow 
of blood, had to work with the utmost rapidity, his manipu‘ations 
had to be carried on by the sense of touch and not by sight. 
Having heard Dr. Hall describe his method at the recent meet- 
ing of the Southern Surgical and Gynecological Association, 
where he exhibited a specimen very similar to the one in this 
case, Dr. Johnson concluded to try his method and found it to 
work admirably. He proceeded to do a supra-vaginal hysterec- 
tomy, beginning in the unaffected side, and was able to control 
the blood supply to the tumor. He first ligated the ovarian ar- 
tery on the healthy side with a double ligature, then severed the 
tissues between the ligatures, went down to the uterine artery 
on the same side and ligated it, after securing which he returned 
to the affected side and ligated the ovarian artery. This left 
no vessel of magnitude, save the uterine artery on the affected 
side. He then severed the cervix from the good to the affected 
side until he reacht the uterine artery, past a ligature around this 
and proceeded to lift the tumor out. Practically no blood was 
lost. After removal the tumor was discovered to have three very 
large cavities filled wtih fluid: and accumulated blood. One of 
the cavities contained a clot very firmiy organized; in the others 
the fluid was thin and left clean walls. This woman did ex- 
tremely well for the first three days, then, in the temporary ab- 
sence of the nurse, got up and sat in a chair. Untoward symp- 
toms developt, and her life was dispaired of, but the symptoms 
subsided and an excellent recovery followed, the patient leaving 
the hospital at the end of six weeks. This case is of particular 
interest, as occurring in a negro woman. Tumors of this type 
in the negro race are even rarer than ovarian tumors, which 
latter are almost never seen. This specimen may, therefore, be 
regarded as a surgical curiosity. 


One of the best of means for curing gonorrhea in the female 
is the formaldehyde treatment. In this plan the vulva is washt 
with a 1-1,000 solution of formalin, and hefore introducing’ the 
speculum the vagina is irrigated with a two to three per cenf 
solution. It may also be well to swab out the cervical canal of 
the uterus by the use of a 1 to 500 solution. Where the case is 
grave and there exists a gonorrheal metritis, surgical interven- 
tion, such as curettage, is needed; but even in these cases the 
formalin applications are of much advantage. A number of 
prominent men now believe that formalin offers the most rapid 
available means of cure of gonorrhea in the female, 
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